Mr 1iCAL LIBRARY 


NOV 14 1947 


i The JOURNAL 
: of the 
Florida Medical Association, Inc. 


NOVEMBER, 1947 


IN THIS ISSUE 





Wounds of Colon and Rectum 


C. Frank Chunn 


Newer Services of State Laboratories 
Albert V. Hardy 


Jacksonville’s Yellow Fever Epidemic, 1888 
Webster Merritt 


The People’s Health 
An Editorial 


(Complete Table of Contents Page 244) 


@ OWNED AND PUBLISHED BY THE FLORIDA MEDICAL ASSOCIATION, INC. 




















ASEN 


























= 
= 
= 


er TOUW AS 

















Pg 







phibio 
of acti 
Th 
inal w 
from 


colon 
patien 
1,358 


THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


PUBLISHED MONTHLY 








Volume <XXxIV- 


Jacksonville, Florida, November, 1947 











WOUNDS OF THE COLON AND RECTUM 


C. FRANK CHUNN, M.D. 
TAMPA 


In the series of cases of battle wounds of the 
colon and rectum reported here the patients were 
seen and operated on in the North African- 
European theater of operations with the United 
States Army during World War II. The surgery 
was done by a relatively small group of surgeons, 
the Second Auxiliary Surgical Group, who per- 
formed the greatest part of first priority surgery for 
two armies during nine campaigns and four am- 
phibious invasions over a period of thirty months 
of active battle surgery. 

The total number of patients with intraabdom- 
inal wounds operated on by surgeons of this group 
from 1943 through May 1945 was 3,532. Of this 
number 1,358 were patients with wounds of the 
colon and rectum or both, or 38.4 per cent of all 
patients with wounds of the abdomen. Of these 
1,358 patients having wounds of the colon or 
rectum and undergoing laparotomy, 867 lived and 
491 died; the mortality rate was 36.17 per cent. 


TABLE 1—INCIDENCE OF COLON AND 
RECTUM CASES 


Total abdominal cases 
Total colon and rectum cases 
Percentage of colon and rectum cases .. 


3,532 
1,358 
. 38.4 


TABLE 2.—MORTALITY RATE 
Total colon and rectum cases ..1,358 
Deaths ee . 491 
Mortality 36.17% 


During the year 1943 (from April through 
December 31) 136 laparotomies were done on that 
number of patients for wounds of the colon and 
rectum. Seventy-eight of these patients lived, and 
58 died. The mortality rate was 42.6 per cent. 
This series of 136 cases during 1943 was pre- 
viously reported by this group and is not included 
in this report of cases of wounds of the colon and 
rectum for the years 1944 and 1945. See table 3. 


1ABLE 3—COLON AND RECTUM CASES 
Year Patients Deaths 
1943 136 58 
1944 917 334 
1945 305 99 


32.45% 
__ Total 1,358 491 36.17% 


Read before the Florida Medical 
Annual Meeting, Miami, ‘ April 21.23 ‘ asia 


Mortality 
42.6 % 
36.42% 


From Jan. 1, 1944 through May 8, 1945 there 
were 1,222 cases in which patients with wounds 
of the colon or rectum or both underwent lapa- 
rotomy. This series has not been previously re- 
ported, and the following report of statistics refers 
only to this group unless otherwise stated. 

For the survey of the case records of patients 
it was decided that the entire large bowel, including 
the rectum, be divided into five portions and listed 
anatomically as follows: (1) ascending colon, (2) 
transverse colon, (3) descending colon, (4) sig- 
moid colon, and (5) rectum, extraperitoneal. There 
are further classifications of combinations of these 
various portions, such as ascending and transverse 
colon. 


TIME LAG—WOUNDING TO OPERATION 
(1,222 COLON AND RECTUM CASES) 


The average time elapsed between time of 
wounding and onset of operation in all cases was 
ten and nine-tenths hours. The time interval was 
essentially the same for fatal and nonfatal cases. 
Of special interest is the fact that in 27 per cent 
of these cases operation was begun within six hours 
of injury and in 75 per cent within twelve hours. 
The average resuscitation time was approximately 
three hours, and the average period elapsing be- 
tween the time of wounding and of admission was 
eight hours. 


COMPLICATING ABDOMINAL INJURIES 
(1,222 COLON AND RECTUM CASES) 


Injuries of the colon and rectum were com- 
plicated by injury to one or more additional ab- 
dominal organs in three out of every four cases (73 
per cent). Complicating injuries increased the 
mortality rate appreciably, and the increase was 
in direct proportion to the number of other organs 
injured. There was little difference in the in- 
creased rate between complicating injuries of hol- 
low and solid organs, but when both hollow and 
solid organs were additionally injured, the rate 
increased markedly. Injuries of the extraperitoneal 
rectum alone offered the best chance of survival. 
In these, the rate was 14 per cent compared to 23 
per cent in uncomplicated injuries of the colon. 
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MULTIPLICITY OF ABDOMINAL ORGAN 
INVOLVEMENT 
(1,156 COLON AND RECTUM CASES) 


In the study of abdominal wounds it became 
apparent that there was an increase in the mor- 
tality rate which was more or less proportionate 
to the number of organs injured within the ab- 
domen. In order to determine whether this obser- 
vation held good when the large bowel was injured, 
1,155 cases of wounds of the colon and rectum 
were studied. Here too, there was a definite and 
almost arithmetical increase in the mortality rate 
from 19.5 per cent in uncomplicated cases involv- 
ing the colon and rectum* to 100 per cent when the 
colon-and five other organs were injured. Thus, the 
prognosis in these cases depends to a great extent 
upon the number of additional organs injured rath- 
er than upon which organ or organs. Uncomplicated 
injuries of the colon, however, carry with them a 
higher death rate than that for any other single ab- 
dominal organ in this series with the exception of 
the stomach. It seems that the number of organs 
involved is of greater importance upon the prog- 
nosis than the time lag between injury and opera- 
tion. See table 4 and figure 1. 
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Figure 1 
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TABLE 4.—EFFECTS OF COMPLICATING ORGAN 
INVOLVEMENT 


(1,155 COLON AND RECTUM CASES) 


Patients Deaths Mortality 


Colon or rectum* alone 292 57 19.5% 
Colon or rectum plus 1 organ 533 172 32.3% 
Colon or rectum plus 2 organs 233 112 48.0% 
Colon or rectum plus 3 organs 70 37 52.9% 
Colon or rectum plus 4 organs 22 18 81.8% 
Colon or rectum plus 5 organs 5 5 100.0% 


RELATED THORACOABDOMINAL INJURIES 
(1,358 COLON AND RECTUM CASES) 


Injuries of the colon were complicated by in- 
juries of the chest through the diaphragm 191 
times, or in 14 per cent of the cases. The mortality 
was 50 per cent. 

SURGICAL MANAGEMENT OF THE COLON 


AND RECTUM 
(1,222 COLON AND RECTUM CASES) 


In this series of 1,222 cases in which the pa- 
tients suffered wounds of the colon, including the 
rectum, the various surgical procedures utilized 
may seem to be many, indicating that there is a 
wide variation of opinion among the surgeons of 
this group as to the proper handling of wounds of 
the large bowel. If, however, the types of operations 
are examined, it is apparent that the opposite is 
true. The opinion in this group as to the proper 
procedure to pursue in dealing with battle wounds 
of the colon and rectum is probably less varied 
and as definite and concrete as any surgical 
procedure of the abdomen. The principle of 
exteriorization of the injured colon was closely 
adhered to throughout the group. As one would ex- 
pect, several types of exteriorization of the colon 
were developed, and procedures other than exterior- 
ization were used when it was inadvisable or 
when it was not possible to exteriorize the injured 
bowel. 

In general, all surgical procedures for wounds 
of the colon and rectum were based on three funda- 
mental principles. The first of these principles is 
the exteriorization of the wounded segment of the 
bowel to avoid intraperitoneal leakage at the suture 
line. The exteriorized, wounded segment may be 
used as the site for colostomy when indicated. The 
second is the diversion of the fecal stream away 
from distal wounds of the colon and rectum. This 
may be accomplished by any one of several types 
of colostomy. When this is done for perforations 
of the tectum, adequate posterior drainage throug! 


*The mortality rate for the colon alone was 23 per ces 
and for the rectum alone was 14 per cent. 
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the fascia propria is mandatory. The third prin- 
ciple is the incomplete diversion of the fecal stream 
as a temporary measure, thus providing gaseous 
decompression and also bringing the bowel to the 
surface so that a diversional colostomy may be 
formed. When performed in the cecum, this may 
be a tube or tangential colostomy, which, however, 
cannot be converted to a diversional procedure. 

The retroperitoneum was always drained 
(rubber tissue drain) through an individual inci- 
sion when it was penetrated or perforated. The 
peritoneal cavity, however, was drained only in 
about 10 per cent of all cases of injury to the colon 
without retroperitoneal perforation. 

The transverse colon alone was involved in 34 
per cent of all cases reported. Next in order of 
frequency of wounds were the ascending colon, 
22 per cent; the sigmoid, 13 per cent; the descend- 
ing colon, 10 per cent; the rectum (extraperi- 
toneal), 9 per cent; the transverse and descending 
colon, 4 per cent; the colon and rectum, 3 per 
cent; the ascending and transverse colon, 2.7 per 
cent; and the ascending and descending colon, .7 
per cent. 

Wounds of the ascending colon presented a par- 
ticularly difficult problem when it was necessary 
to resect the entire right portion of the colon and 
the terminal ileum. Early in the war the most popu- 
lar procedure was the resection and double 
barrel ileocolostomy. This operation was not satis- 
factory and carried a mortality rate of 64.7 per 
cent. Later on, resection and ileocolostomy anasto- 
mosis and either double mucus fistulas or single 
mucus fistula were advocated and were done with 
some improvement in the mortality rate. The mor- 
tality rate remained high, however, at 51.7 per 
cent. In 2 patients with resection of a portion of 


TYPES OF ILEO-COLOSTOMY 





RESECTION SINGLE 
MUCOUS FISTULA 
(SOL TO $10E) 


RESECTION DOUBLE 


DOUBLE BARRELED 
MUCOUS FISTULAE 


1LEO-COLOS TOMY 


Figure 2 
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TANGEN IAL COLOSTOMY 


271 


the ascending colon the proximal and distal ends 
were exteriorized separately, and both died. See 
figures 2 and 3. 





RESECTION SINGLE 
MUCOUS FISTULA 
(END TO $10€) 


Figure 3 


It is of interest that 13 patients had a pri- 
mary repair of the right colon without colos- 
tomy and with only 1 death. Of course, this re- 
sult indicates nothing because these were the 
less seriously wounded by far and cannot be con- 
sidered in any way as being comparable to those 
patients who required resection of the entire right 
colon or even those with single large wounds. 
In 10 per cent of all patients with wounds 
of the ascending colon a tangential colostomy was 
done with no deaths. See figure 3. This procedure 
was done only when the perforation of the bowel 
was small and on the antimesenteric border of the 
bowel. The bowel was either repaired and no fecal 
fistula established at the time of the operation, or 
the bowel was not repaired and a fecal fistula was 
present. 

The transverse colon was involved in 34 per 
cent of all cases of wounds of the colon and rectum 
in this series. This was by far the most frequent 
segment involved. There were 417 patients with 
wounds of the transverse colon, with 161 deaths, or 
a mortality rate of 38.6 per cent. Here again there 
were 6 patients who had a primary repair of the 
perforation and no colostomy. There were no 
deaths in this group of 6 cases, and all of the 
wounds were comparatively minor. 

Wounds of the descending colon presented no 
unusual problems as compared to wounds of the 
ascending and lower sigmoid segments. All lesions 
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were dealt with by simple loop exteriorization, or 
a spur colostomy (see figure 4), or closure of per- 
foration and proximal colostomy. One patient was 
treated by repair of the perforation and return of 
the bowel to the peritoneal cavity. The mortality 
rate in these cases was 4 per cent above that for 
cases of wounds of the ascending colon. 







TYPES OF COLOSTOMY 


TURE CECOKTOMY Loop 


Figure 4 


The sigmoid colon presented two problems not 
present in the colon proximal to the sigmoid. 
When a perforation of the lower sigmoid was en- 
countered, it was often impossible to exteriorize the 
wounded segment due to insufficient distal bowel. 
In these cases the perforation was repaired, and a 
proximal diversional colostomy, either a loep or 
spur colostomy, was formed. The second problem, 
which was only encountered in 4 cases, was a per- 
foration at the rectosigmoid junction just at the 
reflection of the peritoneum on the pelvic floor. 
In these cases the perforation was repaired, and a 
proximal diversional colostomy was done with 
fascia-propria drainage of the rectum posteriorly. 

The extraperitoneal rectum was perforated in 
116 patients, of whom 89 lived and 27 died. These 
patients had a proximal diversional colostomy, 
fascia-propria drainage of the rectum and either 
closure or no closure of the rectal perforation. The 
mortality rates were 24 per cent and 18 per cent 
respectively. 

The so-called fascia-propria drainage is de- 
fined by this group as adequate exposure and 
drainage of the extraperitoneal rectum either by 
removing the coccyx and freeing the fascia propria 
from the rectum or by dissecting the fascia propria 
from the rectum and obtaining adequate rectal 
exposure through an incision just lateral to the 
coccyx. This type of operation with a proximal 
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diversional colostomy, either a loop or spur, was 
done in the great majority of cases in which there 
were perforations of the rectum. 

The mortality rate increased sharply when two 
different segments of large bowel were involved. 
One hundred and thirty patients had wounds of 
either two different segments of the colon or the 
colon and rectum. The mortality rate was 49.2 per 
cent. 


INTRAPERITONEAL CHEMOTHERAPY 


There is a striking uniformity in the mor- 
tality rate regardless of the intraperitoneal chemo- 
therapy. One is prone to interpret this as meaning 
that the chemotherapeutic agents are ineffectual 
when used locally. Before any deduction is made, 
it is necessary to explain that prior to June 1944 
it was routine to give intravenous sulfadiazine 
postoperatively; after this date, penicillin was 
given at three hour intervals from admission on- 
ward. Some surgeons continued the intravenous 
sulfadiazine in conjunction with penicillin. There is 
a possibility, too, that some surgeons, who used no 
agent in the abdomen in slightly contaminated 
cases, did use some in their severe cases. It seems 
safe to say that intraperitoneal chemotherapeu- 
tic agents made no demonstrable improvement in 
the results. 


TABLE 5.—INTRAPERITONEAL CHEMOTHERAPY 
(1,222 COLON AND RECTUM CASES) 


Patients Deaths Mortality 


Sulfanilamide 522 177 33.9% 
Penicillin 134 46 34.3% 
Sulfanilamide and penicillin 141 49 34.7% 
No drug 143 47 32.9% 


POSTOPERATIVE COMPLICATIONS 
(1,222 COLON AND RECTUM CASES) 


From records available it is almost impossible 
to make an accurate appraisal of complications 
which arose postoperatively. Often there was no 
note about a fatality when it occurred. No doubt 
many more o: the important complications are 
listed than minor ones. There can be no doubt 
that there were many more cases of nonfatal atelec- 
tasis and patchy bronchopneumonia than are noted 
below. Likewise there must have been additional 
wound infections, minor hemorrhages and even 
temporary partial obstructions from edema in the 
areas of intestinal anastomosis. 

Without additional comment, herewith are 
listed those complications which were noted, each 
with the number of occurrences: peritonitis, 50; 
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pneumonia, 46; anuria, 45; wound infection, 30; 
atelectasis, 28; evisceration, 12; intestinal obstruc- 
tion, 11; anaerobic infection, 11; fecal fistula, 8; 
empyema, 7; secondary hemorrhage, 6; subphrenic 
abscess, 6; pelvic abscess, 6; pulmonary edema, 5; 
cerebral embolus, 1; fat emboli, 1. 


CAUSE OF DEATH 
(1,358 COLON AND RECTUM CASES) 


In considering the cause of death in these 
patients suffering from war wounds it is important 
to remember that it is difficult in many instances 
to name one primary cause of death. Many patients 
were multiply wounded. Some had severe wounds 
of the head and extremitiés,.and a large percentage 
had associated chest or thoracoabdominal wounds. 
To illustrate the seriousness of the later complica- 
tion, in 20 per cent of the fatal cases of wounds of 
the colon there was involvement of the chest and 
diaphragm. 

In the great majority of the cases in which 
death ensued, postmortem examination, complete 
or incomplete, was made to establish a cause of 
death. In the others, the clinical examination and 
course, the operative findings and the attending 
surgeon’s opinion were carefully examined, and, 
if possible, a cause of death was listed. In 40 
cases no cause is known. These are not con- 
sidered in figuring proportions. 

SHock.—Forty-four per cent of the fatal cases 
were attributed to this cause. The patients in 
these cases were most severely wounded and 
almost invariably in severe shock on admission; 
they may or may not have responded fully to 
adequate preoperative shock therapy. They were 
operated upon, but they did not respond or react 
to even the most heroic postoperative treatment 
and died usually within twenty-four hours, but 
occasionally after thirty-six hours. Whether 
death was due to shock entirely, the so-called irre- 
versible shock, or to a combination of shock and 
the effects of an overwhelming peritoneal con- 
tamination is still debatable. Certainly, most of 
these patients died before a fatal type of infectious 
peritonitis could be established. Just as certainly 
there was present in most of these cases sufficient 
irritative peritoneal contamination in the form of 
feces, small intestinal contents, bile, blood, or 
urine to cause a shock reaction. Also, the actual 
loss of blood was of tremendous importance, 
along with the other factors, in the causation of 
this severe and fatal type of shock. 
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Until more is known about the disturbed 
physiology and how to control and correct it, 
there can be little improvement in the mortality 
rate. This type of death was especially prone to 
occur after operations for extensive wounds in- 
volving the right portion of the colon, the cecum 
and the lower part of the ileum, where the bowel 
contents are liquid and notably irritative. Con- 
stant changes were made in the suggested means 
of handling these patients because of the high 
mortality. It seems that the remedy does not 
lie so much in finding a better operation but in 
being better able to cope with and alleviate the 
great disturbance in physiology. 

INTRAABDOMINAL CausEs.—Conditions within 
the abdomen caused death in 119 cases, or 26 per 
cent of the total, and, except for hemorrhage in 
7 cases, all deaths in this group were directly or 
indirectly due to infection. 

HEMORRHAGE.—Unquestionably in some of 
the deaths attributed to shock, hemorrhage played 
an important part. Postoperatively though, 
hemorrhage was relatively unimportant as a pri- 
mary cause of death. 

PERITONITIS.—In 90, or 20 per cent, of the 
fatalities there was a degree of generalized peri- 
tonitis which made it the apparent cause of death. 
Fatal peritonitis was most frequently associated 
with lesions of the colon on the right side, ac- 
counting for 24 per cent of the deaths, and the per- 
centage decreased as the lesion became more dis- 
tal, with 15 per cent of the deaths occurring in pa- 
tients with lesions of the sigmoid. It is difficult to 
suggest how improvement in this rate could be 
made. No doubt a number of patients died because 
of an associated lesion which, when combined with 
peritonitis, was overwhelming. Some, it can be 
imagined, might have been carried over their in- 
fection had they had the more individualized 
treatment which is possible in periods of lessened 
activity. This is a cause of death less to be 
feared than formerly and one which possibly can 
be further eliminated by full use of all the means 
at one’s command. 

From facts at hand, there is no proof that any 
intraperitoneal chemotherapy influences the mor- 
tality rate (see Chemotherapy). I am unable to 
add, except by inference, that it fails to aid in the 
control of peritonitis. There seems little doubt, 
however, that the systemic use of penicillin and/or 
sulfonamide has had a great effect in the control 
and treatment of peritoneal infection. Penicillin 
has been used routinely since June 1944, and 
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some surgeons have continued to use intravenous 
sulfadiazine in addition to the penicillin in all 
injuries of the colon and rectum. 

RETROPERITONEAL CELLULITIS.—This cause 
was responsible for 7 deaths. Two were in extra- 
peritoneal rectal cases, and the others occurred in 
cases in which lesions were distributed about 
equally over the entire colon, ascending to the 
sigmoid. 

Loca ABscEesses.—There were few deaths, 
only 5, reported from this cause. One abscess oc- 
curred in a wound of the ascending colon; 4 were 
in wounds of the transverse colon. 

ABDOMINAL “Gas” INFECTIONS.—Apparently 
no fatal intraperitoneal anaerobic infection was 
recognized after the routine use of penicillin was 
instituted. Five deaths from this cause were 
reported in this series prior to February 1944. 

INTESTINAL OBSTRUCTION.—In 5 cases death 
resulted from obstruction. In all there were com- 
plicating lesions of the small bowel which later 
were the sites of obstruction. In at least two 
cases, the obstruction followed a breaking down 
of anastomosis of the small intestine. 

Anuria.—Forty-five patients, or 10 per cent 
of the total, died in complete anuria. In these, 
the lesion of the kidney was the primary cause of 
death. 

No death was attributed to this cause unless 
at least three days had elapsed between injury 
and death. This arbitrary time limit was based 
upon the generally accepted concept that three 
days is the minimum time in which fatal renal 
dysfunction from this cause can occur. Some 
surgeons set a longer minimum time. 

INTRATHORACIC CausEs.—In 63, or 14 per 
cent, of the total number of cases in which death 
occurred from known causes, intrathoracic in- 
volvement was the cause. In view of the fact 
that in 95 fatal cases, or 20 per cent, this in- 
volvement was through the diaphragm and in still 
others there was associated injury of the chest 
without perforation of the diaphragm, this per- 
centage does not loom large. 

In 11 cases, including 4 of blast injuries, the 
wound of the chest was the primary cause of 
death. Pulmonary embolus caused death in 16, 
or 3.5 per cent, of the cases. 
responsible for death in only 20, or 4.4 per cent, 
of the cases. This low figure is no doubt made 
possible by the routine chemotherapy of all 
wounded patients in addition to the skill of the 
anesthetists. Certainly, endotracheal anesthesia 


Pneumonia was 
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and tracheobronchial aspirations during and after 
anesthesia played an important part in prevent- 
ing and relieving atelectasis and thus, subsequent 
pneumonia. Atelectasis caused 5 and pulmonary 
edema 10 deaths. There was 1 death from em- 
pyema. 

MISCELLANEOUS CausEsS.—In the remainder 
of the fatal cases death occurred from mis- 
cellaneous causes. Most important among them 
were associated head injury in 6 cases and an- 
aerobic infection of soft tissue in 7 cases. Some 
of the latter were in wounds of the buttock in 
direct communication with rectal and _ colic 
wounds, but most were in concomitant extremity 
wounds. 

Summarizing, one finds that of all deaths from 
known causes in this large series of cases, only 
1 in 4 was due to intraperitoneal infection, in- 
cluding anuria; 2 in 4 were due to shock or the 
immediate effects of trauma; and 1 in 4 was 
due to an associated injury or complication. 


SUMMARY AND CONCLUSIONS 


1. In a consecutive series of 3,532 abdominally 
wounded patients operated upon by the Second 
Auxiliary Surgical Group, 38.4 per cent had open 
or gangrenous wounds of the large intestine, 
including the rectum. The recorded mortality 
rate was 36.2 per cent. 

2. The average time lag from wounding until 
surgical treatment was begun was ten and nine- 
tenths hours. The preoperative time lag in injuries 
of the colon definitely affects the mortality rate 
adversely, but probably to a lesser extent than 
generally believed. In rectal wounds with no in- 
volvement of the colon there was not the same 
adverse effect. 

3. There was a definite and almost regular 
increase in the mortality rate proportional to the 
number of additional abdominal organs injured. 
This multiplicity factor seems to be more im- 
portant than time lag or the nature of the 
particular organs involved, in determining the 
prognosis. 

4. In cases of injury to the colon with an 
associated thoracoabdominal wound there was a 
50 per cent mortality, and these fatalities rep- 
resented 20 per cent of all deaths. 

5. Fundamentally the basic principles of sur- 
gery of the colon in war wounds are three: (a) 
exteriorization of wounded portions of bowel when- 
ever feasible to avoid intraperitoneal leakage; (b) 
complete diversion of the fecal stream away from 
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distal wounds of the colon and rectum by proxi- 
mal colostomy, and (c) incomplete diversion of 
the fecal stream for gaseous decompression and 
possible future complete diversion by colostomy. 

6. Simple loop colostomy was most frequently 
used in this series. The spur type was reserved 
in most cases for resections, transections and large 
mesenteric border wounds of the colon. 

7. Many small antimesenteric perforations 
of the colon, particularly on the right side, may 
be closed and the closed site exteriorized tan- 
gentially, thus maintaining continuity of the 
bowel without forming a fistula. 

8. Severe wounds of the colon on the right 
side requiring resection are probably best treated 
by ileotransverse colic anastomosis with exteriori- 
zation of the proximal end of the transverse colon 
or the variation of this operation in which the 
distal end of the ileum is also exteriorized through 
a separate incision. 

9. Posterior drainage of the perirectal space is 
mandatory in all extraperitoneal rectal wounds 
in addition to a diversional colostomy. 

10. All parts of the colon can be exteriorized 
except the lower sigmoid, and all retroperitoneal 
portions must be reflected for thorough exami- 
nation if a wound is suspected. 

11. All contaminated retroperitoneal spaces 
must be adequately drained, but it is not necessary 
to drain the peritoneal cavity in most instances. 

12. There is no evidence that intraperitoneal 
chemotherapy is an effective adjunct to the sys- 
temic use of penicillin and sulfadiazine in injuries 
of the colon. 

13. More than half of the deaths were due to 
shock and anuria (shock 44 per cent and anuria 
10 per cent). It seems reasonable to assume that 
until more is known about the physiology of shock 
and more adequate methods of prevention and 
treatment are employed, the high mortality rate 
cannot be lowered. 

14. Intraabdominal infection caused one fourth 
vl all deaths. The frequency of fatal peritonitis 
Was greatest in lesions of the colon on the right 


side and decreased as the lesions became more 
distal. 


Lafayette Arcade. 
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DISCUSSION 


Dr. Davin R. Murpuey, Tampa: It is entirely un- 
necessary for me to comment on the quality of Dr. 
Chunn’s presentation. I think all realize that we have 
just heard a most excellent paper, and I want to con- 
gratulate Dr. Chunn upon it. 

As indicated by the excellent results obtained in the 
series of cases reported by Dr. Chunn, the mortality rate 
of the American Army in World War II reached an all 
time low. In the majority of large series of cases of 
gunshot wounds of the abdomen which have been re- 
ported by civilian hospitals, the mortality rate was 
approximately 50 per cent, whereas the mortality rate in 
over 1,000 cases of wounds of the large bowel and rectum 
reported by Dr. Chunn was only 36 per cent. Why 
is there this difference? The civilian casualty certainly 
receives treatment more promptly than the war casualty 
and under less trying circumstances. The most frequently 
advanced excuse is that the military surgeon is dealing 
with patients in the prime of life and in the best possible 
physical condition. This was unquestionably true before 
these boys went into combat. But at the time they were 
wounded, they frequently were exhausted and dehy- 
drated. Many were on the battlefield for long periods 
of time without water, and when transported, they were 
moved over rough terrain in uncomfortable conveyances 
in contrast to the modern civilian ambulance. 

«The results obtained in World War II are much 
better than those reported from civilian life, or obtained 
in World War I. I believe that in all probability the 
most pertinent explanation lies in the treatment for 
shock and the use of adequate amounts of blood and 
plasma prior to the institution of definitive surgical 
therapy. That is probably the outstanding reason. In 
most cases of this type 500 cc. of blood is entirely in- 
adequate. This is the donor dose of blood. Frequently 
three or four times that amount was required before 
the blood pressure became stabilized sufficiently to 
permit operative therapy on the casualties of World 
War II. One big lesson learned in this vast conflict 
is the large amount of blood that is required to return 
a patient’s physiologic state to normal before surgical 
measures are undertaken. 

Then, too, competent anesthetists also played a 
most important part in lowering the mortality rate. 
This group contributed greatly to the progress that was 
made in battie field surgery. Good anesthetists were 
available who were capable of administering the anes- 
thetic and taking care of the patient’s general condition, 
thus completely relieving the surgeon’s mind of these 
details. If a civilian hospital is to keep abreast of the de- 
velopment in this field of medicine, its anesthetic de- 
partment certainly must be under the supervision of a 
competent physican anesthetist. 

Chemotherapy also aided in lowering the mortality 
rate. When Dr. Chunn mentioned chemotherapy, he did 
not mean that chemotherapy was not a benefit. He in- 
tended to bring out the point that I want to stress, 
that chemotherapy is just as effective when given in- 
travenously as when placed in the wound. It has the 
advantage of being under control and can be discontin- 
ued if toxic reactions develop. 

The surgery of World War II was better than that 
of World War I, and in a great many instances better 
than that in most civilian hospitals. World War II was 
a proving ground for the residency system of training 
surgeons. The consultation system used in this war is 
another reason why the mortality in the American Army 
reached an all time low. This system placed the proper 
surgeon in the proper place at the proper time. It also 
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correlated the results and standardized the surgical 
procedures. 

The increased mortality rate in lesions on the right 
side, as reported by Dr. Chunn, was due to several 
factors. The peristaltic waves in the portion of the colon 
on the right side are much more active than the peristal- 
tic waves in the portion on the left side. Since the 
intestinal contents in the right half of the colon are 
liquid, there is therefore more extensive soiling of the 
peritoneal cavity in wounds of this portion. The 
patients with extensive soiling of the peritoneal cavity 
were much more difficult to treat for shock and bring 
into proper physical condition for surgical treatment 
than those in whom extensive peritoneal contamination 
had not taken place. Shock as much as infection played 
an important part in the mortality rate of 65 per cent 
in the patients with these lesions. Another factor in 
these cases was the difficulty of maintaining a normal 
physiologic state, due to the loss of fluids from the 
exteriorized bowel. 

One point I do not think Dr. Chunn mentioned today 
is that it was mandatory by command of the theater sur- 
geon that wounds of the colon be exteriorized. Some of 
these wounds could not be exteriorized because of their 
position. The low mortality rate in this small group 
of cases seems significant, particularly when one con- 
siders that the mortality rate for the cases reported by 
Dr. Chunn does not include those in which the patient 
succumbed to closure of the colostomy. Closure in 
colostomy is not always a simple procedure. This ob- 
servation is borne out by some of the complicated pro- 
cedures advocated in the recent surgical literature. 

The figures that Dr. Chunn presented on _ the 
mortality rate in surgery of the colon are most com- 
plete. I want to congratulate him not only on his 
excellent paper, but also on the excellent results obtained 
under the most trying circumstances. 

Dr. HERMAN Boucuton, Miami Beach: I was with 
a General Hospital in England and had considerable 
experience in the closure of colostomies that had been 
performed by the surgeon in the Field and Evacuation 
Hospitals. Patients reached us twelve to fifteen days 
after definitive care had been given. After D Day. 
spurs were constructed in cases of colostomy, but the 
majority of these were unsuccessful, and so after a few 
months, a directive was issued against the attempted 
performance of spurs, but advocating complete division 
of the large bowel. 

At first we attempted to close these colostomies ex- 
traperitoneally, regardless of whether or not the spur 
had been formed. We got into all sorts of trouble 
with this extraperitioneal closure. Infection of abdominal 
wounds was common, and several patients were almost 
lost. Luckily, none were. We then began the procedure 
of opening the abdominal wall, completely freeing each 
end of the colostomy thoroughly, and doing an open 
end to end anastomosis and replacing the bowel into the 
peritoneal cavity. The peritoneum and _ transversalis 
fascia were closed tightly without drainage. The ab- 
dominal wound was packed loosely with vasoline gauze, 
and through and through sutures were placed to be tied 
four or five days later. Following this procedure, the 
infections of the abdominal wall stopped abruptly, there 
was no evidence of peritonitis, and the postoperative 
course was smooth and uneventful. This result further 
confirms the principle that the peritoneum can take care 
of a small initial infection, but not continuous contamina- 
tion, such as results from a leak of an improperly 
anastomosed bowel. 

Since returning to civilian practice, I have practiced 
this end to end closure of colostomies, and the procedure 
has been as satisfactory as under military conditions. I 
think its three advantages are: (1) lack of infection of 
the abdominal wall; (2) a stronger abdominal wall with 
less likelihood of hernia developing; and (3) a larger 
lumen at the anastomotic point, which results in the 
absence of symptoms of partial obstruction, a common 
complaint in extraperitoneal closure. 
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Dr. CHuNN, concluding: Because of the volume of 
statistics included in this paper many other important 
phases of the subject could not be included. 

Dr. Murphey mentioned the necessity of these patients 
receiving adequate blood. The figures reveal that the 
average blood transfusion for the patient that lived was 
1,800 cc., and the average blood transfusion for the 
patient that died was 2,500 cc. Many, many times these 
patients got three to four times that amount of blood. 
The patients with lesser wounds could get by with 
probably one or more transfusions. 

Another point that held true invariably and that I 
did not stress is that in extraperitoneal wounds of the 
rectum it was mandatory that a proximal colostomy be 
performed with adequate drainage of the rectum posteri- 
orly. Whenever there was variation from this proce- 
dure, extreme trouble resulted. Whenever the retroperi- 
toneum was punctured or perforated, drainage was 
provided through a separate stab wound incision. This 
procedure was most necessary. The peritoneal cavity, 
however, was drained in only 10 per cent of the cases. 

The appendix was involved in 1 per cent of the 
cases of wounds of the colon. This statement was in- 
cluded in the part of the paper which I could not 
present in the limited time. ‘ 
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NEWER SERVICES OF THE STATE 
LABORATORIES 


ALBERT V. HARDY, M.D. 
JACKSONVILLE 

The laboratories of the Florida State Board 
of Health have served the physicians of Florida 
for forty-four years. During this time the num- 
bers of specimens sent for examination have in- 
creased progressively, the variety of tests made 
available has expanded markedly, and the re- 
liability of findings has improved with advances 
in technical procedures. The expansion in re- 
cent years has been particularly rapid and is 
continuing. This is a challenging record. But 
now the concern is with the present and the 
future. May I therefore direct attention to serv- 
ices recently initiated or planned for the immedi- 
ate future? 


TUMOR EXAMINATIONS 


The relative importance of cancer as a cause 
of death has been rising in Florida as in the nation 
as a whole. Recently the concern of official 
public health agencies with this problem has 
crystallized into action. Funds are being made 
available to aid in every practicable manner in 
the prevention of illness and death from neo- 
plasms. The laboratory is involved since exami- 
nations of pathologic tissue are essential in ob- 
taining early and reliable diagnoses. The plans 
for a tumor diagnostic service were announced 
recently; certain features call for emphasis. 


Director, Bureau of Laboratories, State Board of Health. 
Seventy: 


Read before the Florida Medical Association, 
Third Annual Meeting, Miami, April 21-23, 1947. 
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The public health objective in this problem is 
simple—to remove every significant barrier to 
early and accurate diagnoses and effective therapy. 
A consideration of cost must never cause a physi- 
cian or a patient either to delay or to omit an 
indicated biopsy examination. The free service 
for diagnosis of tumors was initiated to help care 
for the medically indigent; public health officials 
wish it to be limited to this group. We ask there- 
fore that you, the physician, certify that the 
payment of the usual fee for a tissue examination 
would be an undue financial hardship to your 
patient; we ask also that the patient acknowledge 
this situation by signing a brief statement on the 
back of the data slip. These are the simplest 
of precautions designated to insure that this service 
will be used for the purposes intended. 

The second important feature of the plan is 
that you may have the examination performed by 
any qualified pathologist of your choice. He will 
report his findings directly to you. The normal 
relationship of patient, physician and pathologist 
is preserved, save only that the Board of Health 
assumes responsibility for the cost of the tissue 
examination. Two cautions please—the ‘Tumor 
Examination” data slip must be used and com- 
pleted. It is accepted by the Board of Health as 
the pathologist’s bill. Remember also to address 
the specimen container to the pathologist of your 
choice. Several specimens have come directly to 
the Jacksonville laboratory; we urge that you 
select the pathologist rather than leave the arrange- 
ment for the examination to us. 

This plan was developed in association with 
the pathologists of Florida and has their full ap- 
proval. They join in urging that it be used when- 
ever needed. Together we emphasize, “(No labora- 
tory examination can be better than the specimen 
submitted.” We trust that this new service will 
have the desired value in obtaining an accurate 
diagnosis on more tumors and as early a diag- 
nosis as is possible. 


RH TESTING 


The problem of Rh testing has been pressed 
upon laboratory workers by recent advances in 
knowledge. Again this is an activity which in- 
volves both the public health and the clinico- 
pathologic laboratories. According to evidence 
compiled by Dr. John H. Spooner of the New 
Jersey State Department of Health, as of January 
1947, twenty-five state public health laboratories 
were performing Rh tests either on request, or in 





HARDY: NEWER SERVICES OF STATE LABORATORIES 277 


some instances, routinely on all antepartum blood 
specimens submitted for syphilis serology. Our 
Jacksonville laboratory is among those which have 
started this work. It was initiated primarily to 
study the problem among pregnant women at- 
tending public health antepartum clinics. Grad- 
ually, this service can be made more generally 
available. Our concern, however, as a Public 
Health Laboratory providing free service, is to 
do the tests which otherwise would not be done. 
An unhemolyzed clotted blood specimen such as 
is submitted for syphilis serology, can be used 
for the initial Rh test. 

The future needs of this activity cannot be 
clearly predicted at this time. At present the Rh 
typing of blood donors and recipients is routine 
practice in Blood Banks. It is held by many that 
all pregnant women and the husbands of Rh- 
negative women should be tested. This testing 
would involve much laboratory work. During 
1946 we received in our laboratories 37,878 blood 
specimens specifically designated for antepartum 
blood tests for syphilis serology. We, in the 
Bureau of Laboratories, stand ready to aid with 
this new problem in any desirable and practicable 
manner. The needs as we view them are these: 
(1) Dissemination of knowledge on the subject 
is essential. The test will have its full value only 
when you have a full understanding of the signi- 
ficance of findings. (2) This service should be 
readily available. Technical workers in _hos- 
pital and clinical laboratories should be trained 
to perform the test and should be officially ap- 
proved. The facilities of the public health 
laboratory are available also, thus assuring that 
the service will be accessible to all. (3) The 
essence of this activity is to find the potential 
cases and to follow these closely. Rh-negative 
pregnant women with Rh-positive husbands 
should have their blood examined at stated inter- 
vals for evidence of Rh sensitization. These 
examinations become more urgent with each ad- 
ditional pregnancy. When a high antibody titer 
is found, the person must be tested repeatedly. 
This work can be done best by a pathologist of 
your choice. The formal or informal consultation 
accompanying his report may have major value in 
directing the management of your case. 


EVALUATION OF CLINICAL LABORATORIES 


These activities bring into focus the close re- 
lationships of the public health and the clinico- 
pathologic laboratories. The ideal situation would 
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be to have accessible in all areas of the state, 
medical laboratories operated by qualified pathol- 
ogists. Let us not lose sight of this goal. At 
present, however, more clinical laboratories in 
Florida are operated by technicians than by 
pathologists. Furthermore, there are no pro- 
visions for examining or licensing technicians, nor 
any general control over the operation of labora- 
tories which make examinations in connection with 
the diagnosis and control of human diseases. Flor- 
ida’s position is undesirable since many states 
have such regulations. Our doors are still open to 
those who cannot qualify elsewhere. Regulation is 
needed to foster the establishment of medical 
laboratories under medical direction, to protect 
our competent technical workers and to give you 
strong assurance that the laboratory examinations 
on your patients are performed by qualified 
workers. Elsewhere the responsibility for eval- 
uating procedures has been added to the work of 
the State Public Health Laboratories. Legisla- 
tion concerning this problem is not necessary. Our 
legal advisor has pointed out that Florida’s State 
Board of Health has broad general powers ade- 
Guate to authorize the establishment of standards 
for the operation of clinical laboratories. 

There has been one demonstration on a na- 
tional scale of the way in which laboratory prac- 
tice may be improved through the cooperation of 
a central laboratory. Each year the relative 
reliability of serologic tests performed in state 
laboratories is evaluated by the Public Health 
Service as follows: Blood specimens (between 
350 and 400) are collected from syphilitic and 
presumably nonsyphilitic donors and sent to the 
public health laboratory of each state and to con- 
trol laboratories. The results are assembled, and 
the relative specificity and sensitivity of the tests 
in each laboratory are determined and reported. 
From the last evaluation studies for example, we 
have this evidence on our Jacksonville laboratory. 
It had a 100 per cent record for specificity, that 
is, there were no false positive results. Please 
remember, however, that biologic false positive 
reactions do occur, and you must expect them, 
but our state laboratory had this highly satis- 
factory rating for the specificity of the tests which 
it performs. The sensitivity of the test is meas- 
ured by the proportion of positive reactions on 
the blood of syphilitic donors. In this, our 
laboratory was one of the five best in the nation, 
and incidentally, its rating was a little above that 
of Dr. Kahn’s laboratory. There is strong com- 
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petition for such a favorable position. Thus this 
annual evaluation, by stimulation without coercion, 
has contributed greatly to improving the quality of 
serologic work in our state laboratories. Ob- 
viously, this laborious effort has been fruitful. 
There are more clinical or hospital laboratories 
doing serology in Florida than there are state 
laboratories in the United States. Various other 
procedures can and should be evaluated. This 
is some indication of the task before us. Actually, 
we must give attention to serologic work since our 
premarital and antepartum blood test laws specify 
that these examinations must be performed in 
laboratories approved by the Board of Health. 
Thus far we have sent to the laboratories in 
Florida which expressed their desire to be evalu- 
ated, 25 serologic specimens. These serums in- 
cluded several with weak reactions, which are 
most likely to enable detection of discrepancies 
in findings. The same specimens were examined 
by Dr. Kahn and the Public Health Service. 
These were our control laboratories. Our own 
central and branch laboratories examined the test 
specimens also. There was complete agreement 
in findings with the control laboratories in three 
of the four in which serologic tests are per- 
formed. A comparison of the findings of the 53 
laboratories being evaluated and the control 
laboratories revealed the following: In 9, or 17 
per cent, all findings were in agreement with 
those of the control laboratories; in 27, or 51 
per cent, there were one, two or three discrepancies, 
but in 17, or 32 per cent, there were from four to 
ten significant discrepancies in the testing of th- 
25 samples. Further examinations which will reveal 
the cause of these weaknesses and serve as a basis 
for formal approval or nonapproval are indicated. 
The problem of a fair evaluation of labora- 
tories is difficult, but clearly it is important. We 
believe unquestionably that our public health 
laboratory will make a major contribution to 
medical practice in Florida when we can handle 
the broad problem of evaluating various medical 
laboratory procedures. Specific tests will need 
to be examined singly and repeatedly. Any 
blanket or long-continued approval would have 
little value. The major objective will be to im- 
prove the quality of service by detecting weak- 
nesses, helping to correct these and stimulating to 
better work by reporting appropriately the re- 
sults of evaluation studies. Authority to limit 
the work of the incompetent may be needed and is 
available. We shall move forward in this direction 
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when we can secure the services of the experienced 
assistants needed. 


QUANTITATIVE HOOKWORM EXAMINATIONS 


One recently established change in technic 
requires a modification in the reporting of find- 
ings. The examination of feces for evidence of 
hookworm has been improved to give you a quan- 
titative estimation of the intensity of the infection. 
This work was carried on by, and under the direc- 
tion of, Dr. Marion Hood, the Chief of the 
Parasitology Section of our laboratories, for whom 
I shall speak. 

It has been known for more than twenty years 
that the clinical significance of hookworm infec- 
tion is directly related to the number of worms 
present. Four intensity groups are accepted, 
namely, very light, light, moderate and heavy. 
These are classified according to the number of 
eggs per cubic centimeter of feces, which in turn, 
may be expressed in terms of the approximate 
number of worms in the intestinal tract. In 
general, very light infections are considered to 
be subclinical, the light to be subclinical or 
borderline, while moderate and heavy infections 
commonly give rise to clinical manifestations. 
Through the development of concentration tech- 
nics, hookworm eggs can be found when present 
in small numbers only. Heretofore the same 
report of “positive” was given when one hook- 
worm egg was seen or when hundreds were ob- 
served. With our present procedure you will 
receive a report indicating the probable signifi- 
cance of the findings. 

Specimens from a wide area are sent to our 
Jacksonville laboratory. About one third of the 
fecal specimens examined parasitologically give 
positive evidence of hookworms. Only 3 per 
cemt of all specimens, however, show the findings 
of moderate to heavy infections; another 5 per 
cent fall in the group of light infections. The 
striking feature is that consistently, the high 
proportion (about 25 per cent of all specimens) 
are very light infections, and most of these are 
very, very light. In accordance with the best 
medical opinion, these very light infections need 
not concern us. From a clinical and public health 
standpoint, they have no appreciable significance. 
Bear in mind that hookworms do not multiply in 
the intestinal tract, that they die after a relatively 
short life and that older worms produce less 
pathologic change than the younger ones. The 
moderate to heavy infections are important and 
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need therapeutic attention. The light infections 
are considered of borderline significance; treat- 
ment would be recommended. 

Briefly then, a positive hookworm report will 
be a weighted one. The findings will have the 
clinical significance indicated by the descriptive 
adjectives, very light, light, moderate or heavy, 
which are used in reporting the intensity of 
infection. 

Incidentally, this new procedure has increased 
our knowledge of the trend of hookworm infection 
in Florida. Almost the same proportion of 
persons are found infected now as in earlier years. 
Then, a high proportion of the discovered infec- 
tions were moderate or heavy; now, most of 
those detected are very light. Thus the incidence 
has fallen only slightly, but the intensity of in- 
fection has declined markedly. 

RESEARCH 

My final reference is a statement of a need 
and a hope, namely, for space, resources and per- 
sonnel which will permit the laboratories of the 
Florida State Board of Health to develop and 
maintain a creditable research program. We are 
known by our fruits. Our laboratories must be- 
come known for their scientific productivity. 
Furthermore, you, the physicians of Florida, must 
have the resources of a strong research laboratory 
freely available to you. 

Reviewing this last year, my first as your 
Director of Laboratories, one remembers chiefly 
the difficulties which seemed so beyond control. 
Never before has there been such strong com- 
petition for the services of trained personnel. 
Essential supplies on order, such as mailing con- 
tainers, glassware and equipment, have remained 
undelivered and unpromised throughout the year. 
Even paper for printing data slips has been hard 
to find. We have not been able to serve you as 
we want and plan to do. We hope you have 
understood. Still, despite difficulties, progress 
can be reported. We are looking for those more 
normal times with fewer obstacles, and none of 
them insurmountable. Then we shall move for- 
ward more easily, shall serve you better and can 


develop in Florida the superior laboratories ap- 
propriate for our state. 


1217 Pearl Street. 
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DISCUSSION 


Dr. J. N. Patterson, Tampa: The program out- 
lined by Dr. Hardy is a most comprehensive one. Much 
has been done already toward accomplishing this goal. 
For example, the tumor program, with the cooperation 
of the pathologists of Florida, was started approximately 
two months ago. The members of the Florida Society 
of Pathologists believe that this program should be used 
as a model for the introduction of new laboratory pro- 
cedures by the State Board of Health. We believe that 
these new services should be limited to indigent patients 
except in communities where private laboratory or 
hospital facilities are not available. 

In regard to the Rh factor, we believe there are 
many other matters of far more importance than deter- 
mination of this factor by the State Board of Health. 
We regard an educational program by the Board of 
Health of much more value than the indiscriminate 
testing of blood fer the Rh factor. With the help of 
the pathologists, the State Board of Health could put 
on a good educational program on the Rh factor for 
both the laity and the medical profession. 

We must do something about removing the hysteria 
associated with the Rh factor. There are cases in which 
physicians have gone so far as to advise girls who are 
Rh-negative against marrying Rh-positive men. In other 
instances practitioners have advised Rh-negative women 
with Rh-positive husbands to have no children. This 
is wrong because we know that the first child of such a 
couple certainly would be unaffected, except perhaps in 
those cases in which the wife has had a previous trans- 
fusion of Rh-positive blood. The second child also 
probably would be unaffected. From then on with a 
multiplicity of pregnancies the chances of sensitization 
increase with each pregnancy. Many Rh-negative women, 
however, have borne a large family without eviccnce oi 
hemolytic disease of the newborn. 

One thing we should remember is that an Rh-negative 
woman sensitized by previous transfusions of Rh blood 
may forever be deprived of having a child of her own. 
Although only a small percentage of such women become 
sensitized easily, even with multiple pregnancies or 
multiple transfusions, when sensitization does occur, it 
is most important. An Rh-negatiye person, and par- 
ticularly a girl or young woman, should never receive a 
transfusion of Rh-positive blood, except in the gravest 
emergencies. 

We agree with Dr. Hardy that Rh sensitization studies 
should be carried out only by pathologists because the 
interpretation of these tests is most important. Most 
physicians are only vaguely familiar with this compara- 
tively new, rather complicated and rapidly advancing 
field of medicine. The Florida Society of Pathologists 
has recommended to the State Board of Health that Rh 
testing be done only on indigent patients so certified by 
the patient, or when the physician states that this work 
cannot be done in his community. Even on indigent 
patients, we are certain that if a physician requests an 
Rh test, or any other laboratory procedure for that 
matter, and states that the patient is indigent, no pathol- 
ogist would refuse to do the work. 

The pathologists of the state and the State Board of 
Health can do much to further the progress of medicine 
in Florida. As Dr. Hardy brought out, there is a need 
for evaluation of the technical procedures performed in 
hospital and private laboratories of the state. I am 
sure that any pathologist will welcome an evaluation of 
the work performed in his particular laboratory. We hope 
that plans for this evaluation can be worked out satis- 
factorily between the State Board of Health and the 
pathologists of the state. Important as an evaluation of 
the performance of technical procedures is, however, 
interpretations of the various tests are fully as important. 
We realize that an evaluation on interpretation of 
different laboratories’ procedures cannot be carried out, 
for only a pathologist, and not a medical technician, is 
capable of intelligently interpreting laboratory reports. 

Dr. Hardy is certainly to be congratulated on the fine 
work he has done in his first year in charge of the 
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laboratories of the State Board of Health. With such 
a competent director as Dr. Hardy, as fine a State Health 
Officer as Dr. Sowder, and such an excellent Board of 
Health, and with the understanding and help of the 
pathologists of the state, I am certain that great progress 
must result to the best interests of the medical profession 
and laity of the state. 

Dr. Harpy, concluding: Since coming to Florida 
the pathologists have been both cordial and helpful to 
me. We have discussed laboratory problems freely; at 
times our viewpoints have differed somewhat. In the 
matter of Rh testing for example, I question whether 
the needed laboratory work will be done under the 
plan recommended by the pathologists. We shall try 
it for a year. I hope it will be effective. In my opinion 
laboratory service which is essential for the practice 
of scientific medicine needs to be so easily accessible that 
it will be used freely. To this end, the Public Health 
Laboratory could offer to do the initial Rh test on 
any pregnant woman, just as we now do the serologic 
tests for syphilis. The detailed studies on those needing 
to be followed closely could be left entirely to the patholo- 
gists. I suspect this is the type of cooperation which 
may be needed. Thus, the service would be made 
readily available to the physicians and the public. 
Furthermore, almost certainly the pathologists would re- 
ceive an increased volume of work which they and they 
alone can handle effectively. 

In closing, I wish to thank Dr. Patterson for his 
discussion of this paper, for his friendly guidance and 
assistance, and for his continued interest in the welfare 
of the State Board of Health laboratories. 
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Yellow fever, which reached epidemic pro- 
portions in Key West during the spring of 1887, 
apparently was brought to that city by emigrants 
from Havana. In order to control the contagion 
and prevent its spread, a refuge camp was built 
at Egmont Key near the mouth of Tampa Bay. 
Fruit smugglers, however, brought the disease 
direct from Key West to Tampa, and from there 
it was spread to Plant City and Manatee. The 
Jacksonville health authorities quarantined a- 
gainst Key West and Tampa in June, and Duval 
County’s excellent health record for that year was 
maintained.32-335 

In January, 1888, an unusual fever made its 
appearance in Jacksonville. Physicians were un- 
able to identify th: disease, but inasmuch as it 
occurred chiefly among the well to do and often 
among those who dissipated, the illness became 
popularly known as “society fever.’”’ Dr. R. P. 
Daniel, who treated or saw in consultation about 
45 or half the total number of patients, described 
the signs and symptoms in detail. The onset 
of the disease as a rule was gradual and was 
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ushered in by malaise, occipital headache and low 
back pain. astrointestinal distress was a prom- 
inent symptom, but the two outstanding fea- 
tures of the illness were: (1) a relatively slow 
pulse rate when compared with the degree of 
elevation of the temperature and (2) a tendency 
to relapse. Dr. Daniel observed one patient 
whose pulse rate was only 60 yet whose tempera- 
ture was 103 F. and he reported that seven eighths 
of his patients suffered a relapse in early con- 
valescence.”** Several physicians believed that 
in some instances they were dealing not with 
“society” but with yellow fever. Analysis today, 
however, makes it appear that the disease in all 
likelihood was an unusual form of typhoid fever. 
By spring this peculiar illness was a thing of the 
past. 


MERRITT: HISTORY OF MEDICINE 281 


About that time rumors were circulated that 
yellow fever was again prevalent in South Florida, 
and in early April Dr. A. W. Knight, the secretary 
of the Duval County Board of Health, was sent 
to the Tampa area on a tour of inspection. Dr. 
Knight found no evidence of an epidemic, but he 
reported that there was “fever” in Plant City 
and that deaths had occurred there that season 
as a result of the fever. This report was not 
made public, but in mid-April Dr. Neal Mitchell, 
the president of the Duval County Board of 
Health, wrote to Surgeon General J. B. Hamilton 
giving him a summary of the report and asking 
him for advice. It appears that the Surgeon 
General gave out information to the press which 
later adversely affected commerce and tourist 
travel in Florida.**’ At the request of Governor 
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Perry, the state treasurer made a trip to Plant 
City and on April 30 wrote a letter in the form of 
a report which apparently was designed to quiet 
rumors.*” 

During the late spring and early summer of 
1888 there seemed no real reason for the residents 
of Jacksonville to become alarmed. The season 
was a time of gaiety, and life continued very much 
as usual. The Sub-Tropical Exposition had 
closed a successful season on April 20. A popular 
excursion by boat with basket picnic at Green 
Cove Springs and return by moonlight was an 
event of May Day. The Jacksonville and May- 
port railroad was nearing completion, and Pablo 
Beach, the new seaside resort, was alive with 
vacationists.*” Then came the terrible blow. 
Late in July yellow fever appeared in the city and 
in August assumed alarming proportions so 
rapidly that the whole nation was, shocked and 
concerned. Jacksonville was entering the period 
of its greatest disaster. By fall she lay utterly 
prostrate.**° 
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On the night of July 28 Dr. Neal Mitchell 
was called to see a patient who was ill at the Grand 
Union Hotel, not far from Dr. Mitchell’s home. 
The patient, Mr. R. D. McCormick, had come to 
Jacksonville from Plant City, via Tampa. and 
was ill upon arrival. The following morning 
Dr. J. Y. Porter, a guest from Key West, and 
Dr. C. J. Kenworthy, Jacksonville’s health offi- 
cer, saw the patient in consultation with Dr. 
Mitchell. A diagnosis of yellow fever was made, 
and the patient was sent to the Sand Hills Hos- 
pital. This proved to be the first authentic case 
of yellow fever in the epidemic of 1888.*’" *** Al- 
though the Board of Health announced that Mr. 
McCormick’s illness was sporadic, almost im- 
mediately several other people were suspected of 
having the disease and they too were sent to the 
Sand Hills.* *“* 


* Fortunately the Sand Hills Hospital had been con 
structed prior to 1888 in the pine woods on an elevated tract 
of land about 314 miles north of Jacksonville. A 40 foot 
pavilion and other buildings were added. Later the hospital 
was said to have twenty separate buildings and several tents. 
Very little illness occurred there.*44 
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The threat of an epidemic in the past had set 
a pattern of fear, and now that all too familiar 
pattern began to take shape again. As it de- 
veloped, phrases of reassurance, likewise all too 
familiar, were heard again. A brief note in the 
daily paper on August 1 advised: “Keep clean, 
circulate no lies and fear no evil.” Another on 
August 2 remarked on the fine weather, and the 
good spirits of the people, adding: “Cleanliness is 
next to godliness—that’s what makes Jacksonville 
so secure of its future.” ** 

Unfortunately, however, the city’s immediate 
future was far from secure. On August 8, when 
the health authorities announced that 4 new cases 
of yellow fever had been reported in the city, 
fear and anxiety gave way to panic. On August 
9, when 5 additional cases were reported and on 
the next day, when the Duval County Board of 
Health announced that the disease was assuming 
epidemic proportions, carriages, drays and wagons 
laden with people streamed toward the depot and 
the docks while every outgoing train and steamer 
was crowded beyond capacity.*** The public roads 
were congested with people, some on foot, others 
in conveyances. Many had no particular desti- 
nation in mind, but most were fleeing north and 
west by Waycross and Jesup, Georgia, via the 
few routes which remained open.*** 

Soon, however, rigid quarantine was estab- 
lished against the refugees from Jacksonville, and 
many found it necessary to travel from place to 
place in search of shelter. As an example of the 
hysteria which prevailed, the people of Waycross 
refused to let Jacksonville residents pass through 
their town even in locked railroad cars at a high 
rate of speed and they threatened to tear up the 
railroad tracks if necessary to isolate themselves 
from the refugees.*** 

In Jacksonville the Board of Trade, the city 
council and the county commissioners held a 
joint meeting with the Board of Health on August 
10, and on the following day plans were submitted 
for organization of the Jacksonville Auxiliary 
Sanitary Association. Accordingly, the associa- 
tion was organized on August 13 with Colonel 
J. J. Daniel as president, Mr. Charles S. Adams 
as secretary and Mr. Henry A. L’Engle as 
treasurer. 

It is hard to appreciate the worth and true 
value of this association in the emergency. Ex- 
perience in former epidemics had shown that the 
health authorities of the city and county had 
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been hampered by freely expressed criticism of 
citizens, exercising their right of freedom of 
speech it is true, but often acting upon unreliable 
information and with a partial or entire misunder- 
standing of the situation. A few farsighted citi- 
zens saw the necessity for organized cooperation 
with the health authorities in order that informa- 
tion could be dis8eminated equally, each group 
could be actuated by the same motive and the 
crisis could be met with unity and more effective- 
ness. 

To recite the accomplishments of the Jack- 
sonville Sanitary Association would be a long and 
tedious task. Its report published in 1889 covers 
more than three hundred pages. Handicapped 
at first by lack of funds, later by the illness and 
death of many of its personnel, the association 
performed a remarkable work. 

A widespread quarantine against Jacksonville 
in mid-August left only one avenue of escape. 
Camp Perry, built on the bluffs of the St. Marys 
River about 40 miles north of Jacksonville, was 
opened on August 22. This detention camp at 
first offered very meager, even primitive, ac- 
commodations, but every refugee from Jackson- 
ville was required to stay there for ten days 
before he was allowed to travel farther. Many 
people preferred to expose themselves to the 
disease in Jacksonville rather than to brave the 
hardships afforded by a leaky tent, poor food, 
insufficient bedding and no hospital facilities. 

Although towns and cities throughout the 
United States established rigid quarantine against 
Jacksonville, many of them were prompt to 
offer money and supplies. At first the city author- 
ities refused to accept outside aid, but later 
when it became necessary for them to request 
help from the country at large, they were met 
with an overwhelming response. 

The Jacksonville Auxiliary Sanitary Associa- 
tion served as the agency which provided food 
and work for the people. Nearly 200,000 weekly 
rations of food were issued, and no one was 
denied work. An adult ration for one week con- 
sisted of 2 pounds of bacon, 3 pounds of meal, 3 
pounds of grits, 1 pint of molasses, 4% pound of 
salt, 4 pound of coffee, % pound of sugar and 1 
bar of soap. 

The issuance of rations and the providing of 
jobs did much to build the morale of the peo- 
ple during the long months of the summer and 
fall. With the exception of the incidents which 
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followed the rumor that the United States govern- 
ment had sent money which Negroes could 
obtain without effort, fairly good discipline was 
maintained among the workers. 

A committee of the Jacksonville Auxiliary 
Sanitary Association, known as the Committee on 
Nurses and Medical Attention, was organized 
during the early part of the epidemic. Its 
bureau, later located on Bay Street, attempted 
to furnish physicians and nurses for those in dis- 
tress. Serving with the bureau were eleven local 
physicians* and seventeen** from other cities, 
while Drs. Neal Mitchell, R. P. Daniel, A. S. 
Baldwin, A. W. Knight and C. J. Kenworthy 
played important roles in executive and advisory 
capacities. Dr. D. M. Echemendia served as chief 
of the disinfecting corps. Dr. W. L. Baldwin, 
before he had the opportunity to serve, became 
ill and died on September 3, the thirty-seventh 


* Drs. C. J. Burroughs, F. H. Carver, G. F. Center, A. T. 
Cuzner, oS H. Darnes, J. D. Fernandez, A. W Knight, 
George C. Matthews, Sollace Mitchell, P. J. Stollenwerck and 
Norman Webster. 

** Most important in this group was Dr. J. Y. Porter of 
Key West, whom Surgeon General Hamilton placed in charge 
of governmental relief, 


victim of the disease. Somewhat more than eight 
hundred nurses were enroled by the bureau, a 
little less than one fourth of whom were local res- 
idents. Despite efforts to obtain acclimated and 
experienced nurses, many became ill and a large 
number were found to be incompetent. 

There was much discussion over the proper 
treatment for the patient who had yellow fever. 
Dr. H. R. Stout, probably the best known homeo- 
pathic physician in Jacksonville during that day, 
made great claims for homeopathy. Aconite, bella- 
donna and mercury were his remedies for the 
fever, while silver nitrate, sulphuric acid and 
arsenic were his “sheet anchors in black vomit.” 
A decoction of watermelon seeds to which a little 
gin had been added he thought “acted exceedingly 
well as a diuretic,” while brandy and champagne 
were his best stimulants for collapse and con- 
valescence.**” **° 

In the early fall, the Board of Health recom- 
mended the following: 


Give a hot mustard foot bath with the patient 
in a chair under a blanket for 15 minutes. After 
drying under the blanket place the patient in 
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bed with hot water bottles. Give 5 grains of 
calomel to adults and one-half this amount to a 
child. After 3 or 4 hours give a dose of castor 
oil or salts, later warm drinks of orange leaf tea. 
After the medicine acts, give 14 teaspoonful of 
Nitre in cool water every 2 hours, and an enema 
if necessary. Give a little brandy, whiskey or 
champagne if the patient is very weak. Give 
3 tablespoonfuls of beef or chicken broth or gruel 
and discourage efforts to vomit.*** *°* 


It is apparent now that those physicians who 
secured good nursing and supportive care for 
their patients obtain the best results from treat- 
ment, whereas those who weakened their patients 
with strong medicines and drastic measures ob- 
tained the poorest result. Had it been possible 
in those days to administer solutions of glucose 
and saline intravenously during the period of 
the patient’s nausea, the illness in many instances 
probably would have been shortened and the 
mortality rate materially lowered. 

Many well meaning people sought to help 
with suggestions during the emergency, and some 
of their suggestions were given a trial. As early 
as August 12, a letter from “Key Wer-er” in- 
formed the people that yellow fever was “killed 
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out” in Key West the preceding summer by 
keeping tar and pitch fires burning throughout the 
city every night.*°** Not long afterward men were 
at work in Jacksonville kindling huge fires of 
pine and tar to purify the air at night. Another 
attack was made upon the disease by firing many 
cannon. The experiments of 1877 had not been 
convincing to the people, and many still believed 
that bacteria could be “concussed.” In the mean- 
time a general clean-up campaign was launched, 
lime was scattered broadcast, and disinfectants 
were used freely, but the epidemic only increased 
its already rapid tempo. Unfortunately, so far 
as is known, no concerted effort was made to 
destroy supplies of artificially stored water where 
thousands of mosquitoes doubtless were breed- 
ing. All outgoing mail from the city was 
thoroughly fumigated. Two stations, one near 
Waycross, Georgia, and the other at LaVilla in 
the suburbs of Jacksonville, dealt with an amazing 
amount of mail. The Waycross station alone is 
said to have distributed 2,500,000 pieces, each 
of which had to be handled four times. Despite 
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this precaution, the authorities at St. Augustine 
refused to accept mail matter from Jacksonville, 
and some other towns in the state would not 
allow merchandise of any kind to come into their 
communities from the infected area. 

General F. E. Spinner, former Treasurer of 
the United States, who had for three years been 
living in retirement at Camp Caroline, his ocean 
front lodge at Pablo Beach (now Jacksonville 
Beach) ,**“ **° wrote an amusing letter to a friend 
in the fall of 1888. So well does it illustrate not 
only the exasperation of some of the people over 
the fumigation of the mails but also several of 
the problems in and around Jacksonville during 
those trying months that it is reproduced here 
almost in its entirety: 
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uous days has been just perfect—44 degrees 
being the lowest, and 82° the highest in all that 


time-—— We improve this beautiful weather, by 
drives up & down our beautiful beach—... 
... Today, we will ... dine . . . on venizon 


and wild turkey—we had sea trout and teal for 
breakfast. Game is very plenty, and we just 
live on it, and on Donax soup. The hunters fear 
to go to the City, so their game comes here. 
For several weeks we sent two pails of Donax 
soup to the City, every morning,— There is no 
end of the shells now, . . . and none tire of the 
soup. 

I am writing this in that same place between 
the tents, where we used to sit and chat. I hope 
we may do so again ere long.—But, mind, you, 
dont you come here, or to Jacksonville, until 
after a hard frost— Several have come back too 
soon and paid the penalty with their lives. 

. . . Of all those who go to the City every 
morning, but return here at evening not one has 
been taken down with the fever.— 

I agree with you, we are going to lick the 





Pablo Beach, Florida. 
October 21st, 1888. 
John J. Long, Esq. 
Montpelier, Vermont. 
My dear Sir: 

Your very kind, and highly interesting letter 
of the 12th and 15th instant, came here on the 
evening before last, punched as full of holes as 
is your Donax sieve, and smelling of hellfire 
and brimstone. 

We associate with all kinds of people who 
go up to the City every day, we buy our supplies 
that come from the city daily, and we receive 
and read two daily Jacksonville Newspapers. 
None of all of these are either punched full of 
holes nor have they fumes of fire and sulphur 
blown through them. And yet, now after twelve 
weeks of yellow fever in the City, we here are 
all free from it.— 

But, now, let a clean letter come here from 
the pure air of the Green Mountains of Vermont, 
and the cursed fools at the fumigating station 
sieze it, punch it so that it is almost illegible, 
and then pump an unbearable stink into it. 

If the fool killer has got through with killing 
democrats in Vermont, I wish you would send 
him to Jacksonville, he is sadly needed there.— 

We had hoped that the yellow fever had 
lost its hold, as for the last three days before 
yesterday, the number of new cases had run 
down to 36—29—27, but yesterday they ran up 
to 50 again—The weather here, for ten contin- 





rascals out of their boots—see if we don’t.— 
Tender my love to Lizzie, and accept assurances 
of continued esteem for yourself from your 


friend. : 
Spinner**® 


By fall, Jacksonville had become indeed a 
désolate spot. A census compiled by a house to 
house canvas during early September showed that 
the population had been reduced to about 14,000, 
of whom only 4,000 were white. Later that 
month, during one week alone nearly 1,000 new 
cases of fever and 70 deaths were reported. 
Most of the people were entirely without re- 
sources. Stores and residences were deserted, 
business was utterly demoralized, and at night an 
uncanny stillness settled over the city, broken only 
by the occasional rattle of a death cart. Unless 
it was absolutely necessary, no one went out of 
doors between sunset and sunrise. 

Finally it was decided to depopulate the city. 
In September the United States government had 
provided a train with free transportation from 
Jacksonville to Hendersonville, North Carolina, 
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one of several cities that welcomed yellow fever 
refugees, but the trip had proved to be a fiasco. 
Later in the fall camps of refuge were established 
near Jacksonville, and the people were urged to 
go there. The first, Camp Howard, built on 
Moncrief Creek, did not become popular, but 
Camp Mitchell, named for Dr. Neal Mitchell 
and located 7 miles west of the city, was ready 
for occupancy in October. About 400 persons 
were cared for, and only 1 death was reported 
there. 

October proved to be the turning point of the 
epidemic. During the first week of that month 
there were nearly 500 new cases of fever and 
37 deaths, while during the last week both new 
cases and deaths were reduced by a little over 
half. Likewise during the last week of October 
there was an appreciable decline in the number 
who needed aid. 

On the night of November 25, the tempera- 
ture fell to 32 degrees, and thereafter the epidem- 
ic was virtually at an end. Thanksgiving was 
not as happy an occasion in 1888 as it had been 
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in 1877, however, for the city had suffered a 
much more devastating experience. Nearly 5,000 
had contracted the disease, and more than 400 
had died.* At the close of the epidemic the 
supplies which the Jacksonville Auxiliary Sani- 
tary Association had on hand were distributed 
among local charitable institutions, and funds 
amounting to approximately $25,000 were de- 
posited in local banks to be used for the aid of 
people who might suffer from similar disasters 
in the future. 

December 15 was set as the date when the 
refugees were allowed to return, and on that day 
several hundred arrived home. On December 16, 
an editorial in a local paper stated that the re- 
turned refugees had been in town hardly an hour 
when “the Bay” (Bay Street) put on its old time 
air of life, and by nightfall the street scenes were 
indeed inspiriting. The editor voiced the general 
sentiment of the people when he wrote: “Jack- 
sonville is good enough for us . . . We’ve seen 
them all and we’re satisfied.”*” 


* For exact numbers see The Florida Historical Quarterly, 
Margaret C. Fairlie, October, 1940. 
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MENTAL REPERCUSSION IN PHYSICAL 


DISEASE 


A. S. ANDERSON, M.D. 
ST. PETERSBURG 


This is not a paper on psychiatry. It is 
merely a psychosomatic wondering about mental 
hazards of patients that occur in a doctor’s 
practice when physical disease is encountered. 

All doctors realize, but not sufficiently, the 
impact on the thinking and emotional life of a 
patient who has undergone the strain occasioned 
by a doctor’s diagnosis or a doctor’s remark. | 
say we do not realize it sufficiently, because 
nine times out of ten the doctor is all concerned 
about finding the cause of disease and not 
primarily interested in evaluating the effect on 
the patient’s mind or emotions of the state- 
ment he is about to present. 

Picture, if you will, a middle-aged man com- 
ing to a doctor’s office with the following com- 
plaints: Last night he was awakened by a 
rather severe precordial oppression which radi- 
ated down his left arm, but which subsided after 
a few hours. He was disturbed about it and 
more so when the distress again recurred after 
breakfast. It was not so severe, he told his 
wife, that he could not go down to the doctor’s 
office, and so he went there. The doctor’s 
examination revealed a coronary occlusion. ‘The 
man was so informed, and hospitalization with 
at least six weeks of bed rest was advised. He 
must also quit smoking and forget about his 
work for at least six months. These were the 
straight from the shoulder facts. There was no 
alternative; off to the hospital he went. 

Now, what happened ‘in that man’s mind as 
he left the doctor’s office? Here are some of his 
thoughts: “I’m all washed up. Never been sick 
a day in my life until this thing hit me. Just 
in line for a promotion at the office; now that’s 
out. A wife and three children dependent upon 
me. The doctor said at least six months and 
that I’d have to be careful for the rest of my 
life. Well, who wants to hire a cripple?” These 
and many other dire thoughts flashed through his 
mind, driving out any attempts at constructive 
thinking. He was facing the end of a painful 
life, and there was not much sun in the sky that 
day. 

One could elaborate on this man’s mental and 
emotional repercussions, but enough has been 
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said to point out the fact that his trouble was 
not all in the coronary artery. He was a think- 
ing and responsible person who had the props 
of a good life knocked from under him. He 
was mentally and emotionally sick and worried. 

After the patient had spent a restless night 
in spite of sedation, the doctor made his morning 
visit and examined him. What do you think 
the patient wanted most of all to hear? He 
wanted the doctor to say, “You are much better 
this morning. I don’t think you will be dis- 
abled as long as I thought you would be.” But 
what did he say? He said, ‘“‘No change. This 
is a slow affair, and we don’t expect any signifi- 
cant improvement for a few weeks at least. I’m 
going to give you some oxygen to help support 
the heart.” Perfectly frank and honest state- 
ment, but not very comforting, and what this 
man needed right then was a bit of encourage- 
ment. What happened next in this man’s mind? 
Something like this. ‘Oxygen? That’s what 
they give to those about to die. I don’t think 
the doctor has told me how serious my condition 
is.’ And thus goes the mental and emotional 
battle. 

You can follow this man’s progress along 
two lines: (1) good scientific treatment for his 
heart, supplemented by cold honest daily state- 
ment of facts; and (2) good scientific treat- 
ment for his heart, supplemented by explaining 
as carefuly as possible the nature of his ailment 
and offering a few well chosen bits of encourage- 
ment from time to time. Evaluate, if you will, 
the effect of these two different approaches on 
his state of mind and his future progress. 

I have described at some length a man’s 
reaction to a diagnosis of coronary disease: You 
may put in his place, however, a person suffering 
from any other ailment, minor or major, and 
trace in his mental processes the effect of your 
remarks. A woman once described to me her 
mental reactions to the remarks of her doctor who 
was examining her shortly before delivery. After 
examining her, he stated in a thinking aloud atti- 
tude, “I can’t understand why this isn’t making 
more progress. Maybe the head is too big.”’ The 
statement was in no way intended to alarm the 
patient, but her reaction to it was this: ‘““Maybe 
they'll have to do a cesarean. Maybe the 
child is deformed.” She did not voice her fears 
to the doctor, so that he could have corrected the 
impression. She kept them to herself, and they 
haunted her until the child was born. At 


VotuME XXXIV 
NUMBER 5 

the time of delivery, she took one look at the 
infant’s elongated head and not knowing that 
this was a normal postdelivery shape, but think- 
ing it a monstrosity, she fell back in a faint. 
A few days later it was explained to her that 
there was no abnormality, and then a happy 
postpartum convalescence began. 

I mentioned this case to emphasize the fears 
that can arise in a perfectly normal person 
through the inadvertent remark of an unsuspect- 
ing doctor. The gravity of these fears is greater 
than we realize. For days or weeks or months, 
they may cloud and clutter the mind and thus 
disturb the normal thinking mechanism of a 
normal mind. 

I will mention my personal experience as an 
example of how physical disease frequently 
affects the serenity of one’s mind. Years ago, 
I had pulmonary tuberculosis. While curing at 
the sanatorium, I came under the care of two 
good doctors. I liked them both. It is amusing 
now, however, to recall the different effect that 
each had on my wounded spirit. Each month 
there was a chest examination, and they would 
alternate in the examinations. Dr. X always found 
just a few apical rales, and I was doing fine. I 
left his office with a light heart and a better 
appetite. Dr. Y had the reputation of being 
perfectly frank and honest about one’s condition 
and he always found more apical rales and other- 
wise no change in physical condition. I always 
left his office feeling definitely depressed, with 
no desire to pursue any constructive thinking. 
Although we later became close friends, I always 
wished he had given me more moral support and 
less of the cold facts that did not help me. 

Have you placed yourself in the shoes of 
a convalescent patient who is recovering from 
a serious illness and who is about to take his 
first few steps? This is an important moment 
in this man’s life. The physical weakness 
shocks him. Fears haunt him—maybe he will 
fall—perhaps a muscle will fail him. Something 
will go wrong. His biggest problem is not 
physical weakness—it is the fear of his physical 
weakness. Such a patient will be most grateful 
to you if you explain that it sometimes takes 
many weeks for the voluntary muscles to regain 
their strength and that the weakness is a natural 
sequence of prolonged bed rest and not a result 
of the physical disease. 

Medicine has made wonderfl strides in the 
treatment of physical disease. We are all using 
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the recent therapeutic agents every day, and it 
is not necessary to enumerate them. Through our 
dependence on the efficacy of specific therapy, 
however, we have become inclined to realize less 
and less the need of careful explanation and 
encouragement to the patient. I believe we are 
losing the art of medicine because we have been 
so excellently fortified by effective and specific 
drugs. One shot, one cure, so to speak, and we 
can be as rough and gruff as we please—the 
patient will get well. We are apt to become the 
middleman between the patient and the efficient 
ampule. That takes away a lot of the sporting 
element in the practice of medicine. When you 
are tarpon fishing and get a strike, you do not 
like to place your hands gently midway up the 
pole and let the guide at the end of the pole 
do all the hard and fancy maneuvering. There 
is not much sport in that for you. This is 
maybe too drastic an example for illustration, 
but I merely wanted to emphasize the danger of 
putting all dependence on the pill or potion and 
not enough on your psychologic need and ability 
in the doctor to patient relationship. So far, 
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we have not invented a drug which can explain 
carefully to patients the nature of their illness 
and give them encouragement in their struggle. 
In the patient’s mind, the doctor is still the one 
barrier between him and death. 

In considering the need for the doctor to 
evaluate the mental or emotional effects of dis- 
ease, I am reminded of Macbeth when he asked 
the doctor “Canst thou not minister to a mind 
diseased; pluck from the memory some rooted 
sorrow; raze out the written troubles of the 
mind and with some sweet oblivious antidote 
cleanse the stuffed bosom of that perilous stuff 
that weighs upon the heart?” The doctor 
answered, ‘‘Therein the patient must minister to 
himself.” Said Macbeth, “Throw physic to the 
dogs; I'll have none of it!” This quotation is 
a real challenge to the medical profession. I am 
inclined to believe that with a wider apprecia- 
tion and application of psychosomatic medicine 
by .the medical profession, there will be more 
contented patients and less of a tendency to 
throw physic to the quacks. 
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EXOPHTHALMOS IN RELATION TO ORBITAL TU- 
MORS; REPORT OF EIGHT CASES. BY S. B. FORBES, 
M.D. SOUTH M. J. 40:206-213 (MARCH) 1947. 

Eight cases of unilateral exophthalmos caused 
by orbital tumors are reported. Four of the 
tumors were primary in the orbit, 3 had their 
origin outside the orbit, and 1 was apparently a 
pseudotumor. The tumors causing the proptosis 
were a lipoma, an extraorbital squamous cell car- 
cinoma, a pyocele, a mucocele, a muscular hyper- 
trophy or tumor associated with an exophthalmic 
goiter with two thyroidectomies, a true primary 
pseudotumor in all probability, and in two in- 
Stances a cavernous hemangioma. 

An original method of delivering a large 
hemangioma en masse is described, and the 
effectiveness of the use of the electric saw for 
resection of the bony wedge in the Kronlein 
Operation is mentioned. Attention is directed to 
the possible diagnostic value of refractive change 
in selected cases of retrobulbar tumor and also 
to the difficulty of the approach to retrobulbar 
tumors located at the inner side of the orbit 
through a lateral orbitotomy. 





_SIGNS AND SYMPTOMS THAT SUGGEST SERIOUS 
LESIONS OF THE NERVOUS SYSTEM. BY W. TRACY 
HAVERFIELD, M.D. SOUTH. M. J. 40:252-254 
(MARCH) 1947, 

This article stresses the necessity of recogniz- 
ing the early signs and symptoms of brain tumor 
occurring in the different locations of the brain. 
The general and local symptoms of this common 
affection of the nervous system are discussed. 
Since impairment of function of almost any por- 
tion of the central nervous system is accompanied 
by demonstrable manifestations, the importance 
of being cognizant of the possible significance of 
localized neurologic findings is pointed out. 
This knowledge makes possible the institution of 
special procedures which will establish the diag- 
nosis long before the symptoms of increased 
intracranial pressure appear and at a time when 
the lesions are smaller and hence more easily 
removed, with the result that ultimately there 
is less permanent impairment of neurologic func- 
tion. It is concluded that the mortality and mor- 
bidity rates in brain tumors can be further re- 
duced by a more general appreciation of the 
necessity of an early diagnosis. 





292 


OFFICERS AND COMMITTEES re 








FLORIDA MEDICAL ASSOCIATION 
OFFICERS AND COMMITTEES 


OFFICERS 
Witt1amM _ C. Tuomas, M.D., President........ Gainesville 
Joseru S. Stewart, M.D., reece NGiesaed Miami 
Frank W. HEWLETT, M.D., "1st Vice Pres.....Coral Gables 
Frank D. Gray, M.D. 2nd Vice Pres.....+-..+. Orlando 
Bricey M. Ruopes, MD. 3rd Vice Pres.....Tallahassee 
Rospert B. Mclver, Sec’y-Treas....00+ Jacksonville 
SHAcer Ricwarpson, MD, ee Jacksonville 


MANAGING DIRECTOR 
Seawaar G. Tuewmesek, DPF... cccccccsece Jacksonville 


BOARD OF GOVERNORS 


Water C. Payne, M.D., Chm...A- ag Eeanaieaven Pensacola 
Herpert L. Bryans, M.D...S. . ‘H.. amuemene Pensacola 
Duncan T. McEwan, M. D.. a ecpre baceoenns Orlando 
Davip R. Murpuey, Jr, M. B.. RIO ere Tampa 
Leicu F. Ropinson, M.D.. 48. Nctnwaeeiee Ft. Lauderdale 
Ilerpert E. Wuite, M.D.. "AL PE tasicaeries St. Augustine 
Joun R. Bo.ine, M.D.. 2 Ra Tampa 
SHALER RICHARDSON, M. SSS Jacksonville 
WiitiamM C. Tuomas, M.D. (E x Officio)...... Gainesville 
Joserpnu S. Stewart, M.D. (Ex Officio).......... Miami 
Rosert B. McIver, M.D. (Ex Offieio)...... Jacksonville 
Stewart G, Thompson, D.P.H. (Advisory). .Jacksonville 


SCIENTIFIC WORK 


J. Rocuer Cuarpett, M.D., Chm...AL-48....... Orlando 
se W. AwnIs, NB MN io oiasa sowierndainesons Lakeland 

REDERICK K. HERPEL, M.D.. w? 50....West Palm Beach 
DaniEL A. McKinnon, me iP nswesceeure Marianna 
Herpert E, Wuite, M.D...B-48............ St. Augustine 


LEGISLATION AND PUBLIC POLICY 


Ilarotp D. Van Scuaick, . 2. Cin... B60. 606 Miami 
Theta TH. Bares, TD... BR Biecicvccvcovsseee Lake City 
Orton O. F EASTER, M.D.. ro rH mcg greiaenerare St. Petersburg 
C. Frederic Rocue, WEDD USAR co.cc av vinoeccewsicte Miami 
S. Marion SAttey, M.D.. 3 ee -eaielael Miami 
Witiram C, THOMAs, M. D. Clix Officio) ....0¢ Gainesville 
Ronert B. McIver, M.D. (Ex Officio)...... Jacksonville 


MEDICAL EDUCATION AND HOSPITALS 
Georce M, Dawson, M.D. -. wel Se Palm Beach 


Howarp G. Ho.ianp, | a nme Leesburg 
Bascom II. PaLMer, ’M.D.. : yheetaahabaebaatae: 
Atvorp L. Stone, Ws ODN cities s.ccinaccomsceers Tampa 
Joun K. TURBERVILLE, Se ae ae Century 


PUBLIC RELATIONS 
Frank G. SLtaucuter, M.D., —_ -AL-48...Jacksonville 


Epwin H. ANprews, M.D...B-51.........2.0+ Gainesville 
Atvin L. MILLs, MOD 6°90. viccicvecceed St. Petersburg 
Leich F. Ropinson, M.D...D-49........ Ft. Lauderdale 
Caist C. Wand, BLD... AAS... viicccvccesesec Pensacola 
NECROLOGY 
CourtLanp D. am, M.D., Chm...A-48..Marianna 
ee ee aaa St. ‘Augustine 
Rosert B. HARKNESS, MD... AL-48 bieveraha\oaconacall Lake City 
Tuomas O. Orto, M. ee Miami Beach 
Tuomas W. Tayor, MED CAG ov osionccevson se Sarasota 


MEDICAL POSTGRADUATE COURSE 





Turner Z. Cason, am. oe pment Jacksonville 
Cones © Cook. BLD... 0-00... 6cccccccccssceces Tampa 
W. W. Georce, M.D.. ar re Vest Palm Beach 
E. Srerting Nicnot, ‘M.D.. D-49 peach ecareeersie annem Miami 
James H. Pounp, WEG Bcc iaceipcoesiss Tallahassee 


CANCER CONTROL 
Freverick K. Herpet, M.D., me -AL-48.W. Palm Bch. 


Cunsese J. Contens, WET... Osc ccccsccccces Orlando 
Joseph Hatton, M.D.. ME oo, cisewcotscel Sarasota 
Georce W. Morse, ES BGK sisicssccmodicncow Pensacola 
Lioyp J. Netto, BED). 0-50. 000000: West Palm Beach 


MEDICAL ECONOMICS 


Harrison A, Wacker, M.D., eat CS Se Miami 
Hasowes O Baown, B.D..<.C-S1..cccccccvcvccvcecs Tampa 
Hersert L. Bryans, M.D...A-48.........0000- Pensacgla 
J. Maxey Dett, Jr., M.D.. i? 3 hincbiercwiweruiets Gainesville 
Joserx H. Rutter, M.D.. SP ecg cies Daytona Beach 


JosepH W. Taytor, M.D., - Spnvssssases Tampa 
Cuar_es W. Boyp, : ke a rpanene Jacksonville 
Cart E. Dunaway, M.D.. S 43 pemdi<caweeanunae Miami 
OrvitLe N. Netson, M. D.. y= ere St. Petersburg 
Wituram S. Nicnors, M.D...A-48......0000- -Lake City 








VENEREAL DISEASE CONTROL 


E. THomas SE.LxERs, er wees — oer Jacksonville 
J. Powett Apams, M.D.. Panama City 







James L, Estes, M.D.. esi. saat Tampa 
Witey M. Sams, M. OMEN nc cisciaceoaeecen Miami 
Witson T. Sownver, MD Shia’ pEenoneene Jacksonvilie 
INTERRELATIONSHIP 
Henry J. Peavy, M.D., Pe S| eer Ft, Lauderdale 
EpGar AUSTIN, ’M.D.. 2 rer Plant City 
Simon E, DrisKEtt, MD. re Jacksonville 
Laman L, Lancasras, M.D... .C-S1.....0cc0s00000% Bartow 
Ratpo B, Sprres, M.D...A-48......06+ DeFuniak Springs 


TUBERCULOSIS AND PUBLIC HEALTH 


Lovie Limsaucu, M.D., Chm...B-49........ Jacksonville 
FRANK V. CHAPPELL, M.D.. .C- <a: Tampa 
LurHer C. FISHER, M.D...A-48...s.ececececes Pensacola 
Frep MATHERs, MEIN: BERD cons ccicnsscocicws Orlando 
Scuerre, H. W RIGHT, BE GOL on cscnscewene Miami 


STATE CONTROLLED MEDICAL INSTITUTIONS 


J. Maxey Derr, M.D., Chm...AL-48......... Gainesville 
BenjyaMin F. Barnes, M.D.. A-48 pense Chattahoochee 
l.toyp J. Netto, MEE), UUMD. <scce cies <-0:e West Palm Beach 
MerepitH Mattory, M.D...B-50.......e.cccee0s Orlando 
S. Regan Warsen, BD.. CGlocccccccvccceses Lakeland 


MATERNAL WELFARE 








SamueExt R. Norris, M.D., Chm...B-48....... Jacksonville 
SAMUEL C, HARVARD, M. D.. (ee ... Brooksville 
RosBIns NETTLEs, M.D.. PIR MBE 5. Sccsacacxauen Ocala 
Ricuarp F. Stover, M.D...D-51. - Miami 
BenyaMin A. Wi Lkinson, M.D...A-50...... Tallahassee 


CHILD HEALTH 
LutHer W. Hottoway, M.D., Chm...B-49..Jacksonville 


Davin W. Martin, M.D...AL-48....... West Palm Beach 
MANUEL + le 2 ee errr Tampa 
WARREN QuiLuian, i a 5 ie Coral Gables 
EUGENE Dp. “THORPE, BE, DMB a ciceccviccinces Madison 


CONSERVATION OF VISION 


ADVISORY TO WOMAN’S AUXILIARY 
ANNETTE M. Feaster, M.D., Chm...C-49..St. Petersburg 


Merritt R. CLEMENTS, M.D.. AL-4 biccecwens Tallahassee 
LutHer C, Fisuer, M.D.. UES. csiargainsa cet Pensacola 
Epcar W. STEPHENS, , eS eee West Palm_ Beach 
Cuares E, Trissre, M.D.. RSM so eeateee DeLand 


REPRESENTATIVES TO INDUSTRIAL COUNCIL 


Frank L. Fort, M.D., Chm...B-49........6. Jacksonville 
Epwarp W. CuLuiPHeER, MED: TUBA ..ccccnseoee Miami 
ee eS eS aaa Gane 
R. Renrro Duke, M.D... Dc itnsectseeseceaed ‘ampa 
Tuomas C, Kenaston, M.D...AL-48......ccccecees Cocoa 


COUNCILOR DISTRICTS AND COUNCIL 


W. Duncan Owens, M.D., Chm.. ie. .-Miami Beach 
First—Wituiam_ C. Roserts, M.D...1-48....Panama City 


Second—Irsy H. Brack, M.D...2 249. Ktéecewnee Live Oak 
Third—Vernon A. Locxwoop, M.D.. .5- -- St. Augustine 
Fourth—Rasun H. WILLIAMs, M.D,.-4 eaeewomat Eustis 
Fifth—Joun M. Butcuer, TED. S40... ..c0600 Sarasota 
Sixth—James R, Boutwake, Jr., if D.. 6 48...Lakeland 
Seventh—AprRIAN a SAMPLE, M.D...7-48.... “Ft. Pierce 


Eighth—RusseLt B. Carson, M.D.. rety wy Lauderdale 


A. M. A. HOUSE OF DELEGATES 


Epwarp Jerxs, M.D., Delegate...........00. Jacksonville 
Duncan T. McEwan, M.D., Alternate........... Orlando 

(Terms expire Dec. 31, 1947) : 
Homer L. Pearson, M.D., Delegate.... Wieesnnee as Miam: 
Louis M. Orr, II, M.D., Alternate.............- Orlando 


(Terms expire Dec. 31, 1948) 

















J. For: 
NovEMB 


The 


Owne 


SHAL 
Wess 
STEW 


Geor 
J. M. 
FRAN! 
IlomE 
JAME: 
Wus 


SHALI 
Arti 
HeRM 


KENN 
Onto? 
Rose! 








Pa 
ards | 
profes: 
street 
impro' 

Go 
at firs 
cine, < 
the wi 
has be 
there | 
indivic 
benefi 

Th 
suppo! 
eral o 
people 
bureat 
systen 
medic; 
lation 
directi 
The i 
his ov 
centiv 
standi 
regime 

a 








>t sett all 





J. Froxipa M. A. 
NoveMBER, 1947 


EDITORIALS 293 

















The Journal of The Florida Medical Association 
Owned om published by Florida Medical Association, Inc. 
. O. Box 1018 (Fla. Theater Bldg.) 
Jacksonville 1, Florida 
EDITOR 
Suatun Kecmaneeon, BLD....6...000060000060 Jacksonville 
ASSISTANT EDITOR 
Weasten Maurattr, M.D... .cccccccccceceses Jacksonville 
MANAGING EDITOR 
Stewart G. Tsompson, D.P.H.....ccccccces Jacksonville 
ASSOCIATE EDITORS 
ee a ee re rere Tampa 
J. Maxey Dex, Je, M.D. ...ccccccccccccece Gainesville 
Frank D. Gray, _ RRR aren ree Orlando 
ee ee OO Miami 
Jamus TH. POGNR, Bie. <osisccccvcccceeesees Tallahassee 
Wascn FT. BOwaen, BLD....6..ccvccevseceses Jacksonville 
COMMITTEE ON PUBLICATION 
Suacer Ricuarpson, M.D., Chairman........ Jacksonville 
Artuuk L. Watters, M.D. Leebeecewuneeees Miami Beach 
neta TEM, Weis 6 60:60:08 6:45-600046006000% Lakeland 
ABSTRACT DEPARTMENT 
KennetH A, Morris, M.D., Chairman........ Jacksonville 
Onsen GO, Peaseeh, BT. scccccvcccecsess St. Petersburg 
Roniat T.. BOC, TEA se 6:50:0:00:6:00:060600000444008 Miami 











Board of Past Presidents 


Joun S. McEwan, M.D., Chm., 1925.......... Orlando 
Joun R. Bottnc, M.D., Sec’y., 1944, 1945...... Tampa 
Rosert H. McGinnis, M.D., 1915........-20d Jacksonville 
Wurzsam EB. Ross, M.D., 1919 ...6.60ccccecss Jacksonville 
H. Marswary Taytor, M.D., 1923............ Jacksonville 
jan t. Vai: TE BOG ik sé seb inesececex Tampa 
Me, Basen Soarem, BLD. 906. cicccectcccvcdvcse Tampa 
Pomn A, Games; WE BOG oo oscdncccssavces Arcadia 
FREDERICK J. Waas, M.D., 1928...........ed Jacksonville 
Manar C.. Doaten, MD... 1988 .odikccccscssevesace Ocala 
Sunes 4... Tree, TE WG iis vc sddavianseccds Quincy 
Wittiam M, Row tett, M.D., 1933............000% Tampa 
Homer L. Pearson, M.D., 1934......cccccccccces Miami 
Hersert L. Bryans, M.D., 1935...........0. Pensacola 
Orton O, Feaster, M.D., 1936............4 St. Petersburg 
Eowane Juums, BED. 1987 acs icccwccsevceccd Jacksonville 
W. Manav Sesans, M.D. 1936.6 cccccccccvccvccs Orlando 
Leicnu F. Rosinson, M.D., 1939.......... Ft. Lauderdale 
Cf ae Miami 
Gusset S. Ossncur, M.D... 1948 .o6.cccccccvsces Orlando 
Rucnne G. Peek, BD... 1963 occcccccsccesvesecss Ocala 
SuHacer Ricwarpson, M.D., 1946............ Jacksonville 











« 


THE PEOPLE’S HEALTH 


Passive maintenance of present health stand- 
ards is not enough. Members of the medical 
profession, social reformers and the man in the 
street all agree that something should be done to 
improve the health of the population at large. 

Government control on the one hand, which 
at first appeared to be pure bureaucratic medi- 
cine, and, on the other hand, strict adherence to 
the way the private practice of medicine always 
has been conducted are the two extremes. Can 
there be a compromise between statism and pure 
individualism? Will the general population 
benefit if a compromise can be reached? 

The Wagner-Murray-Dingell bill, although 
supported by Dr. Thomas Parran, Surgeon Gen- 
eral of the Public Health Service, is to many 
people’s way of thinking an intolerable piece of 
bureaucracy. That bill would set up a national 
system of compulsory health insurance to finance 
medical services for a large portion of the popu- 
lation through a payroll tax, while the executive 
direction of the plan would be left to theorists. 
The individual could not have free selection of 
his own physician, and there would be less in- 
centive for the average physician to perform out- 
standing work. The medical profession would be 
regimented. 

Taking cognizance of these conspicuous faults 





in the Wagner-Murray-Dingell bill, Senator Rob- 
ert A. Taft and confreres in January 1947 present- 
ed a bill to the Senate which has many merits. 
This measure, called the National Health Bill, 
recognizes that personal health is a public concern 
and that those who cannot afford decent medical 
attention should be helped to get it, but it con- 
tends that to be entitled to free care the individ- 
ual should be certified as needing that care. It 
also holds that the local, not the federal, govern- 
ment is the proper agency to care for the needy 
and unfortunate. The bill would provide federal 
funds to aid the states in fulfilling their duty 
and also would make provision for research and in- 
spection. Thus many of the objectionable fea- 
tures of the Wagner-Murray-Dingell bill are 
eliminated. 

It is not socialized medicine that we wish to 
avoid; that is already here. Private hospitals, 
research foundations, medical clinics and health 
insurance plans are to some degree socialized 
medicine. The question is—do we want govern- 
ment medicine or private collective medicine on 
a voluntary basis? We think that the latter 
carries the basic fundamental working principles 
which are desirable and that improvement of 
function, not radical change of ideology, is 
indicated. 
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CANCER EDUCATION 


The large investment of recent years in edu- 
cating the public to recognize the early symptoms 
of cancer appears to be paying dividends. A 
recent study* indicates a tendency to seek medi- 
cal attention sooner, but the greatest hindrance 
to success in the current drive against this dread 
disease remains in the period elapsing between 
the first symptoms and the beginning of treat- 
ment—“the time from first symptoms to first 
physician, from first physician to diagnosis and 
from diagnosis to therapy.” 

Because of the great strides in methods of 
diagnosing cancer and in surgical and radiation 
therapy, the means for reducing morbidity and 
mortality due to cancer are at hand, but to make 
them produce the desired results the individual 
physician, whether general practitioner, specialist, 
internist or surgeon, “must operate his own can- 
cer detection clinic in his office and in his hos- 
pital service.” In over 80 per cent of the 500 
new cases studied at Memorial Hospital’s interna- 
tionally known cancer clinic in this survey a 
diagnosis of cancer could have been suspected or 
made by the initial physician if only a careful 
history and physical examination had been made. 
Too, in numerous instances, judging from the 
replies of the patients, it was evident that the 
initial physician had failed to impress the patient 
with the seriousness of the illness and the impor- 
tance of dealing with it promptly. 

While the public may not yet recognize that 
cancer is as much an emergency as a fracture 
and much more important to the patient’s life, 
it nevertheless has grown gratifyingly cancer con- 
scious. A recent Gallup poll shows that more 
Americans dread cancer than any other disease 
and that this dread is equally distributed through- 
out the population. Women, however, are more 
inclined to worry about it than men, and among 
the occupational groups manual workers are 
least likely to fear it. 

In this most. recent poll, the American Insti- 
tute of Public Opinion found that almost 60 per 
cent of a national cross section of adults named 
cancer as the most dreaded disease, while only 
5 per cent named cardiac disease, the country’s 
number one killer, and 15 per cent named tuber- 
culosis. Aside from the painful characteristics 
of cancer, much of the apprehension in the public 


* Leach, 


: and Robbins, G. F.: Delay in Diagnosis of 
Cancer, J. - 
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mind arises from a firm belief that the disease 
in all of its forms is incurable. A poll two years 
ago indicated that some twenty million still cling 
to that old defeatist attitude, although the 
American Cancer Society has broadcast the in- 
formation that one fourth of all cases are now 
being saved and about half could be saved if 
caught in time. As educational efforts progress, 
however, successive polls reveal an encouraging 
decline in the public’s ignorance about this most 
dreaded disease. 
74 


CANCER SEMINAR 


Of special interest to every doctor in this 
region and particularly to doctors of Florida 
is the cancer seminar being held in Jacksonville, 
November 12, 13 and 14, 1947 at the Roosevelt 
Hotel. 

The speakers participating and their subjects 
are as follows: 

1. Tumors of the Female Genital Tract, Dr. 
Emil Novak, Department of Gynecology, 
Johns Hopkins Hospital, Baltimore. 

. Tumors of the Gastrointestinal Tract, Dr. 
Samuel Marshall, Department of Surgery, 
Lahey Clinic, Boston. 

. Tumors of the Genito-urinary Tract, Dr. 
Archie Dean, Chief, Urological Service, 
Memorial Hospital for the Treatment of 
Cancer, New York City. 

. Tumors of the Breast and Lymphomas, Dr. 
Everett Sugarbaker, Sugarbaker Clinic, 
Jefferson City, Mo. 

. Mixed Tumors, Dr. George T. Pack, At- 
tending Surgeon in Charge of Mixed 
Tumor Service, Memorial Hospital for the 
Treatment of Cancer, New York City. 

. Tumors of the Head and Neck, Dr. James 
Elliott Scarborough, Director, Winship 
Clinic for Cancer, Emory University Hos- 
pital, Atlanta, Ga. 

. Tumors of the Chest, Dr. Herbert Adams, 
Department of Surgery, Lahey Clinic, 
Boston. 

. Cancer Research, Dr. R. R. Spencer, Di- 
rector, National Cancer Institute, Bethes- 
da, Md. 

. Tumor Pathology, Dr. Everett L. Bishop, 
Chief Pathologist, Winship Clinic for 
Cancer; Department of Pathology, Emory 
University, Atlanta, Ga 
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It can be seen from this roster that all aspects 
of cancer will be covered in the lectures and the 
course will be of importance and value to each 
physician attending no matter what his individual 
interests might be. The doctor will not only be 
brought abreast of the symptomatology and 
diagnosis, but will also be given a view into the 
advances which are being made in the manage- 
ment of malignant disease through research. Each 
speaker will be allotted a minimum of three hours 
in which to discuss his subject in sufficient detail 
to make the lectures really worth while. 


It has been shown in recent surveys that 
the interval between the patient’s first notice of 
his symptoms and his visit to the doctor has de- 
creased steadily over the last five years. The 
interval between the doctor’s initial examination 
of the patient and his diagnosis has, however, not 
changed appreciably. It is obvious, therefore, 
that lay education in cancer has advanced far 
beyond that of the medical profession and that 
vast improvements are in order within its ranks. 
This seminar is planned to meet this need. 


All Florida physicians should have received a 


final detailed schedule of the program. Tremen- 
dous effort on the part of a large number of 
members of the Association and a considerable 
amount of money have been expended in securing 
speakers of national reputation. 


An invitation to attend has been extended to 
doctors throughout the Southeast, but it is es- 
pecially hoped that every physician of Florida 
will take advantage of this unusual opportunity. 
There will be no registration fee. 
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RESEARCH FELLOWSHIPS 


The American College of Physicians announces 
that a limited number of Fellowships in Medicine 
will be available from July 1, 1948 to June 30, 
1949. These fellowships are designed to provide 
an opportunity for research training either in the 
basic medical sciences or in the application of 
these sciences to clinical investigation. They are 
for the benefit of physicians who are in the early 
Stages of their preparation for a teaching and 
investigative career in Internal Medicine. 


The stipend will be from $2,200 to $3,000. 
Application forms may be obtained from The 
American College of Physicians, 4200 Pine Street, 
Philadelphia 4. 


EDITORIALS 


295 


VISUAL AIDS IN MEDICAL EDUCATION 


At the recent meeting of the American College 
of Surgeons demonstrations indicated that tele- 
vision may well compete with motion pictures as 
a means of teaching physicians of the future. 
Operations for the removal of the stomach, the 
gallbladder and the thyroid gland and for the 
repair of hernia were televised from an operating 
room at New York Hospital to a suite in a hotel 
more than twenty blocks away. The surgeons 
viewing the operations from the hotel suite could 
see the details as clearly as if they had been 
standing beside the operating table. Since only 
a few surgeons are able to get that good a view 
of an operation at close range, television gives 
promise of greatly extending the teaching value 
of the hospital clinic. 

Also shown and enthusiastically received was 
a motion picture combining animation such as 
that used in animated cartoons with shots of the 
actual operation. In evaluating the practicability 
of these two teaching aids, primary considerations 
are the question of which has greater educational 
value for the medical student, the relative costs 
and such technical problems as securing a special 
television beam that cannot be picked up by other 
receiving antennas. 

Obviously, the new medium of television also 
offers an important method of contact with the 
general public. Within the last year a number of 
television health educational programs with the 
indentifying title “Cavalcade of Medicine” have 
been presented from Chicago by the Bureau of 
Health Education, and this field has been rapidly 
widening during the last several months. When 
these programs were started, there were only 
five hundred television receiving sets operating 
in the Chicago area, and now there are approxi- 
mately four thousand. 

International television is predicted for the 
relatively near future, permitting Americans to 
look around the earth, from city to city and 
nation to nation, as easily as they now listen 
to global broadcasts. The scientific principles 
and means for worldwide television are already 
known, and the technicalities pose no problem 
money cannot solve. Another development prom- 
ised soon by RCA is an ultrafax system, a radio 
mail service combining radio and television, which 
is capable of transmitting a book of five hundred 
pages in half a minute. These milestones of 
progress in visual aids will undoubtedly be used 
to good advantage in the dissemination of medical 
knowledge for student and public alike. 
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BOARD OF GOVERNORS’ MEETING 


A meeting of the Board of Governors was held 
at the George Washington Hotel in Jacksonville 
on September 21. Eight members of the Board 
attended the meeting which was called by Dr. 
Walter C. Payne, chairman. 

The dates of the Seventy-Fourth Annual Con- 
vention at St. Augustine were confirmed for April 
11, 12, 13 and 14, 1948. The Scientific Assem- 
blies will include twelve papers instead of nine 
which were included on the program of the 
Seventy-Third Convention. Additional time also 
has been allowed for discussions of the papers. 
Applications to present scientific papers should be 
sent promptly to Dr. J. Rocher Chappell, Chair- 
man of the Scientific Work Committee, 413 
Florida Bank Building, Orlando. 

In preparation for the 1949 annual meeting 
Dr. Stewart G. Thompson, Managing Director of 
the Association, checked facilities in Tampa on 
September 16 at the invitation of the Hillsborough 
County Medical Society. Dr. Robert B. McIver, 
Secretary of the Association, reported the findings 
to the Board. Additional time has been given 
to study the facilities in Tampa. A later invita- 
tion also has been received from the Pinellas 
County Medical Society to hold the 1949 annual 
convention at the Belleview-Biltmore Hotel in 
Belleair. Facilities were checked by Dr. Thomp- 
son and reported to the Board by Dr. McIver. 
Action has been deferred for further investigation 
of the Tampa setup. 

At the last meeting of the House of Delegates 
a resolution was presented which recommended 
that Section 2, Chapter 7, of the By-Laws be 
amended to have the five members of the Board 
of Governors come preferably from the House 
elected by the House of Delegates, that no mem- 
ber of the Board of Governors sit in the House 
of Delegates and that members of the Board 
of Governors come preferably from the House 
of Delegates or be recent members of the 
House of Delegates. The resolution was to 
be studied further during the ensuing months, 
presented at the medical district meetings 
and referred back to the House of Dele- 
gates at the 1948 annual meeting. The Board of 
Governors disapproved the resolution and the 
President of the Association was requested to 
present the reasons for disapproval at the medical 
district meetings. 


VotuME XXXIV 
Number 5 


To date nineteen county societies have ratified 
the change in the Constitution which would pro- 
vide that the election of officers be held in the 
House of Delegates instead of in the General 
Assembly. The ratifications of seven additional 
societies during the fiscal year are necessary 
before the procedure can be effective. 

Dr. Shaler Richardson, with the assistance of 
Mr. Ernest R. Gibson, outlined the steps which 
were taken for the incorporation of the Florida 
Academy of Public Medicine. The Board recom- 
mended that the Academy be composed of active 
and sustaining members and that the county 
medical society representatives in the Associa- 
tion’s House of Delegates, the officers of the State 
Association and the members of the Board of 
Governors become active members of _ the 
Academy. All other members of the Association 
are to be sustaining members of the Academy. 

The Board provided that the balance shown 
in the Association’s books for public relations, 
authorized by the last meeting of the House of 
Delegates, be transferred to the Academy so that 
it may proceed with the program. The Board 
also provided that as State Association dues are 
collected the $10.00 per member designated for 
public relations be transferred to the Academy 
until further notice. 

Drs. Warren A. Brooks of Orlando, Thomas 
H. Dillard of DeLand, James H. Fellows of 
Pensacola, Tom Rogers Gammage of Miami, 
Henry Hanson of jfacksonville, and James A. 
Hardenbergh and Lester W. Horne of St. Peters- 
burg were elected honorary members. 

Board members attending the meeting were 
Drs. Walter C. Payne, Herbert L. Bryans, Dun- 
can T. McEwan, David R. Murphey, Jr., Herbert 
E. White, Shaler Richardson, William C. Thomas 
and Robert B. McIver. 

Those attending in an advisory capacity were 
Dr. J. Rocher Chappell, Dr. Turner Z Cason, Dr. 
Wilson T. Sowder, Stewart G. Thompson and 
Ernest R. Gibson. 
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FOR SALE: Jones Basal Metabolism, hospital size, 
like new. Hamilton walnut examining table, Schlaar 
suction and positive pressure. Sterilizers, scales, chairs, 
microscope, tonsillectomy outfit, other instruments. Many 
other articles. Dr. H. L. Senseman, 208 Hartford 
Avenue, Daytona Beach, Fla. 


y— 4 


FOR SALE: Urologic practice, reasonable, 19 years 
old. Office fully equipped. Will introduce. Investigate im- 
mediately. Reason for selling, ill health. John E. Hall, 
M.D., Box 2722, Miami, Fla. 











J. Fi 
Nove 


—-- 


Inc. 
thro 
of 
han 
erno 
publ 
The 
subr 
auth 
Acac 
of F 
as S¢ 
. 


saril 
fessi 
supe 
rentl 
Asso 
class 
bers 
Gove 
gates 
the . 

A 
govel 
cond 
Only 
susta 
their 
mem 

I 
Acad 
the e 
neces 
detai 
parts 
tion « 
comil 
the p 
speak 
file a 
must 
edito 
time 
meml 
cannc 

It 
count 
the f 





ert 
nas 


ere 
Dr. 
ind 


siz¢, 
laar 
airs, 
any 
ford 


ears 


Hall, 


NoveMBER, 1947 





J. Froripa M. A. 





| PUBLIC RELATIONS 





The Florida Academy of Public Medicine, 
Inc., has been officially designated as the agency 
through which certain public relations activities 
of the Florida Medical Association shall be 
handled. On September 21, the Board of Gov- 
ernors formally approved operation of certain 
public relations by this separate corporation. 
The Board also approved a proposed program 
submitted by the Directors of the Academy and 
authorized the processing of this program. The 
Academy has been duly chartered by the State 
of Florida and will operate under the provisions 
as set forth in its constitution and by-laws. 

Membership in the organization is not neces- 
sarily restricted to members of the medical pro- 
fession, but provision has been made to assure 
supervision and control by medical doctors. Cur- 
rently, only physicians in good standing in the 
Association are on the roll. These fall into two 
classifications, active and sustaining. Active mem- 
bers are the officers, members of the Board of 
Governors, and members of the House of Dele- 
gates of the Association. All other members of 
the Association are sustaining. 

Active members have the responsibility of 
governing the Academy, establishing policies and 
conducting such business matters as are essential. 
Only active members may vote, but those in a 
sustaining category have opportunity to voice 
their desires and opinions through the active 
membership. 

It is the present plan of the Directors of the 
Academy to inaugurate a small scale program at 
the earliest date practicable. All phases will not 
necessarily be started simultaneously. Greater 
detail and groundwork are required for some 
parts of the program than others. More informa- 
tion concerning the current program will be forth- 
coming in later issues of The Journal. Briefly, 
the present plan comprises newspaper releases, a 
speakers’ bureau, radio programs, a film catalog 
file and contact work. Contacts in the beginning 
must necessarily be primarily with newspaper 
editors and radio station officials. At the same 
time other portions of the general public and the 
members of the medical profession themselves 
Cannot entirely be neglected. 

It is the hope and desire of the Directors that 
county societies will familiarize themselves with 
the facilities of the Academy and make use of 
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the services which are available. The success of 
this venture rests largely upon the extent to which 
local application of the program is made. It is 
equally true that only in this manner can county 
societies and local physicians receive the credit 
and publicity which are their just due. 
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N OUTSTANDING MEDICAL MEET- 
ING—the Annual Meeting of the 
Southern Medical Association in Baltimore 
November 24-26. In the ten general clin- 
ical sessions by Baltimore physicians and 
surgeons, the twenty-one sections and the 
scientific and technical exhibits, every phase 
of medicine and surgery will be covered— 
the last word in modern, practical, scientific 
medicine and surgery. Addresses and papers 
by distinguished clinicians not only from 
the South, but from many parts of the 
United States. 


REGARDLESS of what any physician 

may be interested in, regardless of how 
general or how limited his interest, there will 
be at Baltimore a scientific program and 
recreational facilities to challenge his every 
interest and make it worth-while for him 
to attend. 


LL MEMBERS of State and County 

medical societies in the South are cor- 
dially invited to attend. And all members 
of state and county medical societies in the 
South should be and can be members of the 
Southern Medical Association. The annual 
dues of $5.00 include the Southern Medical 
Journal, a journal valuable to physicians of 
the South, one that each should have on his 
reading table. 


SOUTHERN MEDICAL ASSOCIATION 
Empire Building 
BIRMINGHAM 3, ALABAMA 
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Twelve scientific papers will be presented at 
the Association’s annual meeting to be held in 
St. Augustine in April, 1948. The Scientific 
Assembly has been enlarged from nine to twelve 
papers so that a broader program can be arranged. 

The Assembly has been divided into three 
meetings of four papers each and additional time 
is being allowed for discussions. 

The Scientific Work Committee is anxious 
to complete its program and urges that applica- 
tions to present papers at the Scientific Assembly 
be submitted immediately. Essayists who wish 
to present papers at the 1948 meeting are re- 
quested to communicate without delay with Dr. 
J. Rocher Chappell, 413 Florida Bank Building, 
Orlando. 


v2 

The appointment of a hospital advisory coun- 
cil authorized by the 1947 Legislature has been 
announced by Governor Millard Caldwell. The 
council will aid the State Board of Health in 
licensing and adopting rules and regulations for 
the operation of hospitals in the state. 

Dr. Wilson T. Sowder, Jacksonville, has been 
appointed ex-officio chairman. Other appointees 
are W. E. Arnold, Jacksonville, for a term of one 
year; Dr. Harrison A. Walker, Miami, two years; 
L. B. Anderson, Winter Haven, and T. B. Smith, 
Quincy, three years; Dr. Walter C. Payne, Pensa- 
cola, and Oscar W. Gilbert, St. Petersburg, four 
years. 


wv 
Dr. Irwin S. Leinbach, St. Petersburg, spoke 
recently before members of the Rotary Club. 
The guest speaker discussed orthopedics. — 


Sw 
At the forty-eighth annual meeting of the 
American Roentgen Ray Society, held in Atlantic 
City in September, Dr. Joshua C. Dickinson of 
Tampa was elected first vice president. 
4 
The late Dr. Peter T. Skaggs, one of Miami’s 
first two physicians, who died last year at the 
age of 77, is to be honored by the trustees of 
Jackson Memorial Hospital in Miami. They 
have decided to name a recently completed five 
story wing the Dr. P. T. Skaggs Memorial Build- 
ing. Dr. Skaggs helped Dr. James M. Jackson 
found this city hospital and for twenty years 
served as its first chief of staff. 


VoLtuME XXXIV 
NuMBER 5 


At the Palmer House in Chicago the sixth 
annual meeting of the American Academy of 
Dermatology and Syphilology will take place from 
Saturday December 6 through Thursday Decem- 
ber 11, 1947. Special courses in_histopath- 
ology and mycology are scheduled for December 
6 and 7 at the medical schools of the University 
of Illinois and Northwestern University. Also 
offered are courses in roentgen and radium 
therapy, bacteriology of the skin, mucous mem- 
brane lesions, industrial dermatoses, specific gran- 
ulomas, and dermatoscleroses. Teaching clinics 
will be held at the University of Illinois College 
of Medicine in Chicago on the afternoons of De- 
cember 8, 9 and 10. In addition to lectures by 
distinguished physicians, there will be sym- 
posiums and round table discussions of wide 
interest. 


-— 2 

Fifty-three members of the Florida Medical 

Association were registered at the Clinical Con- 

gress of The American College of Surgeons which 

was held from September 8 to 12 in New York. 
Members representing Florida included: 


Drs. Charles R. Burbacher, Coral Gables; Alphonsus 
M. McCarthy, Daytona Beach; Hugh West, DeLand; 
Rabun H. Williams, Eustis; F. Leslie Snyder, Jr., Fort 
Lauderdale; Edwin H. Andrews and John E. Maines, 
Jr., Gainesville; Horace M. Anderson, F. Hardy Bowen, 
James M. Bryant, Edward Canipelli, Samuel M. Day, Jr., 
and Frederick J. Waas, Jacksonville; Morris H. Blau, 
Edward W. Cullipher, Richard M. Fleming, J. Raymond 
Graves, Joseph Lomax, Bascom H. Palmer, Donald W. 
Smith and Herbert W. Virgin, Jr., Miami; Herman 
Boughton, Miami Beach; Ralph E. Russell and Thos. H. 
Wallis, Ocala; Thomas C. Butt, James G. Economon, 
Frank D. Gray, Eugene L. Jewett, Duncan T. McEwan, 
William S. Mitchell, Don C. Robertson and A. Fred 
Turner, Jr., Orlando; Bailey B. Sory, Jr., Palm Beach; 
Luther C. Fisher, Jr., and Sidney G. Kennedy, Jr., Pensa- 
cola; Madison R. Pope, Plant City; Wade H. Garner, 
Sanford; Francis H. Langley, Daniel F. H. Murphey and 
Orville N. Nelson, St. Petersburg; Charles F. James, Jr.. 
and James H. Pound, Tallahassee; Arthur R. Beyer, 
Leland F. Carlton, C. Frank Chunn, Herschel G. Cole, 
Oren A. Ellingson, John S. Helms, Jr., Linus W. Hewit 
and David R. Murphey, Jr., Tampa; S. Ward Fleming, 
West Palm Beach; William W. Hardman, Winter Haven; 
Ruth S. Jewett, Winter Park. 


4 
The Southeastern Surgical Congress which has 


its headquarters in Atlanta will hold its 1948 
Assembly in Hollywood, Fla. The meeting will 
be held from April 5 to 8 at the Hollywood Beach 
Hotel. 
y— 4 

Dr. F. Gordon King of Jacksonville who has 
completed postgraduate work at the Graduate 
Hospital of the University of Pennsylvania has 
opened his office at 241 West Ashley Street. Dr. 
King will limit his practice to g:neral surgery. 








. Fro 
NovEM 


servic 
on Ju 
Street 
Comn 


servic 
Feb. ¢ 
ing, | 


D 
servic 
on At 
N. E. 
tenant 


D 
servic 
Dec. 
Miam 


(oo 


Di 
burg 
one-hz 
and v. 
summ 


At 
Count 
many 
Servic 
also ix 
ing la 
rectun 

Th 


supper 
their | 
Drs. J 
liam (¢ 
Harva 
Walte 
Garvir 





XIV 


ixth 

of 
rom 
em- 


ber 
sity 
Also 
ium 
em- 
ran- 
nics 
lege 
De- 
_ by 
ym- 
vide 


lical 
‘on- 
hich 
ork. 


ynsus 
and; 
Fort 
ines, 
wen, 


Blau, 
nond 
| W. 
rman 
mon, 
wan, 
Fred 
ach ; 
nsa- 
rner, 

and 


eyer, 
Cole, 
[ewit 
ning, 
ven; 


has 
948 
will 
each 








. Froripa M. A. 
t conene, 1947 


MEDICAL OFFICERS RETURNED 


Dr. Ralph F. Allen, who entered military 
service on May 11, 1942, received his discharge 
on July 22, 1947. His address is 831 N. W. 12th 
Street, Miami. He held the rank of Lieutenant 
Commander. 

aw 


Dr. W. Dean Steward, who entered military 
service on Oct. 7, 1940, received his discharge on 
Feb. 4, 1946. His address is 314 American Build- 
ing, Orlando. He held the rank of Major. 


y— 4 


Dr. John P. Ferrell, who entered military 
service on July 16, 1942, received his discharge 
on Aug. 4, 1947. His address is 166 4th Avenue 
N. E., St. Petersburg. He held the rank of Lieu- 
tenant. , 


aw 


Dr. Vincent P. Corso, who entered military 
service on Jan. 4, 1945, received his discharge on 
Dec. 12, 1946. His address is 2294 Coral Way, 
Miami. He held the rank of Captain. 





| COMPONENT COUNTY SOCIETIES | 





PINELLAS 


Dr. Harrison G. Palmer returned to St. Peters- 
burg in mid-September after spending two and 
one-half months attending clinics in the North 
and vacationing in Northern Michigan and at his 
summer home on Lake Erie. 


4 
PASCO-HERNANDO-CITRUS 


At the meeting of the Pasco-Hernando-Citrus 
County Medical Society on Sept. 11, 1947, the 
many phases of service of the Florida Medical 
Service Corporation were discussed. There was 
also interesting discussion on other topics includ- 
ing larva migrans, typhus and carcinoma of the 
rectum. 

The members were entertained at a steak 
Supper by Dr. and Mrs. S. Carnes Harvard at 
their home in Brooksville. Those present were 
Drs. John T. Bradshaw, Porter J. Hudson, Wil- 
liam G. Mason, George R. Creekmore, S. Carnes 


Harvard, Donald G. Bradshaw, William H. AMES COMPANY, Ine. 


Walters and W. Wardlaw Jones. Dr. William H. 
Garvin, Jr., of Dunnellon was a guest. 
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Surgical Principle 
Accomplished 
Medically 


D rainage in the 


presence of infection or conges- 


tion is a sound surgical principle. 


In chronic inflammatory conditions 
of the bile passages without stones, 
drainage is accomplished by increasing 
the production and flow of free-flowing, 
low viscosity bile, employing Decholin 
for its hydrocholeretic action. 
Decholin (dehydrocholic acid) stim- 
ulates the production of thin bile by 
the liver cells, with a resultant cleans- 


ing action on the entire biliary tract. 


Dechuslin. 


one _. ge 
Decholin is supplied in boxes of 25, Ey: 
100, 500 and 1000 334 gr. tablets, “ET? 


Successors to Riedel - de Haen, Inc. 
ELKHART, INDIANA 
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“Chronic Cardiac Disease 


rarely develops in the presence 
of good body mechanics”* 


Goldthwait, et al,* found that even when the 
disease had developed, the correction of faul- 
ty mechanics helped greatly “tin reducing the 
peripheral load, in lessening cardiac strain, 
and in increasing the patient’s usefulness.” 


We invite the physician’s investigation of 
Spencer Individual Designing as adjunct to 


corrective treatment of body mechanics. A - 


Spencer automatically induces better posture, 
thereby favorably influencing neuromusculo- 
skeletal performance. 


Each Spencer is specifically designed, cut, and 
made for each individual patient—based on 
a description of the patient’s body and pos- 
ture and detailed measurements. That is why 
Spencer Individual Designing is therapeuti- 
cally more effective. 


* 
For information about Spencer Supports, tele- 
phone your local “Spencer corsetiere” or 
“Spencer Support Shop”, or send coupon 
below. 

*Goldthwait, J. E., Brown, L. Y., Swaim, L. T., and 


Kuhns, J. G., Body Mechanics in Health and Disease, 
103-105, J. B. Lippincott Co., Philadelphia, 1937. 














SPENCER, INCORPORATED, 

129 Derby Ave., New Haven 7, Conn, 

In Canada: Rock Island, Quebec. May We 

In England: Spencer (Banbury) Ltd., Send You 
Banbury, Oxon. Booklet? 
Please send me booklet, ‘How Spencer 

Supports Aid the Doctor’s Treatment.” 

NGM cccccccccccccccccescccccccocesoes Cecccccceccoce M.D 
Street cccccccccccccccce eoccccccccccccccccs eccccccccccccocs 
City & State ..cccccccccs cccccccccccccccece Minin 


SPENC ER “vzscmo” SUPPORTS 


FOR ABDOMEN, BACK AND BREASTS 


VoLuME XXXI\ 
NuMBeEr 5 








J.K. ATTWOOD, Pharmacist 


Medical Arts Building 
1022 Park Street 
JACKSONVILLE 4, FLORIDA 


BIOLIGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 


Out-of-Town Orders Shipped by Return Mail 








For Better Patient-Doctor Cooperation api 


* 
Put HYGEIA 
p Ly, ? es 


e 
<% HYGEI MAGAZINE 
« ‘~% « explodes health superstition 
« exposes quack medical 
practices 


« discourages self-medication 










Your patients will 

ty benefit by reading 
*) Hygeia. 

, Send for a copy now 
'— —$2.50 per year. 


"AMERICAN MEDICAL ASSN., 535 N. Dearborn St, Chicago 10 
Yes, send me 


D a free copy of HYGEIA 
0 a year’s subscription, $2.50 (Bill later) 








PATRONIZE JOURNAL ADVERTISERS 














J. Fu 
NovE 














A-Northwe 
B-Northea 
C-Southwe 
D- Southea. 


orgia, Mec 
orida— 
Academy « 
Section, A 
Basie Scien 
Dental Soc 
Derm. and 
Health Off. 
Hospital A: 
Hospital Ss 
Industrial { 
Medical E: 
Meaical Px 
Medical Se 
Neurology 
Nurses Ass 
Ophthal. & 
Pathologic 
Pediatric 
» Pharmacet 
+ Public Hea 
Radiologic 
Tuberculo: 
E. Hospita 
butheastern 











XXX1\ 
2 


Ist 


NS 


fail 








J. Froripa M. A. 
NoveMBER, 1947 
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SURGERY—Two Weeks 


cember 1. 
Four Weeks Course in 
November 3. 


month, 


cember 1. 


GENERAL, INTENSIVE 





Cook County 


ANNOUNCES CONTINUOUS COURSES 


gical Technique starting November 17 and De- 


Two Weeks Surgical Anatomy & Clinical Sur- 
gery starting November 17. 
Two Weeks Surgical Pathology every two weeks. 


DERMATOLOGY & SYPHILOLOGY—Two Weeks 
Clinical Course every two weeks. 


ROENTGENOLOGY—Course I available the first 
Monday of every month. 
Course II available the third Monday of every 


CYSTOSCOPY—Ten Day Course in Cystoscopy De- 
PEDIATRICS—Clinical Course every two weeks. 


IN ALL BRANCHES OF MEDICINE, SURGERY 


Intensive Course in Sur- 


General Surgery starting 


AND SPECIAL COURSES 








CONVENTION PRESS 


218 WEST CHURCH STREET 
JACKSONVILLE 
FLORIDA 


Commercial and 





























AND THE SPECIALTIES . Publication 
Teaching Faculty Pp eae 
Attending Staff of Cook County Hospital rinting 
) Address: 
Registrar, 427 South Honore Street, 
Chicago 12, Illinois 
SCHEDULE OF MEETINGS 
ORGANIZATION PRESIDENT SECRETARY ANNUAL MEETING 





jorida Medical Association 
orida Medical Districts 
A-Northwest 
B-Northeast......... 
C-Southwest...... 
ena 
erican Medical Association 
uthern Medical Association.............. 
abama Medical Association.............. 
rgia, Medical Assn. of..................... 
orida— 
Academy of Medicine 
Section, Am. College Phys........... 
Basic Science Exam. Board............... 
Dental Society, State................css+0+ 
Derm. and Syph., Soc. of................++. 
Health Officers’ Society...................++. 
Hospital Association...............:.0:sss+0+- 
Hospital Service Corporation........... 
Industrial & Railway Surgeons........ 
Medical Examining Board 
Meaical Postgraduate Course 
/ Medical Service Corporation............ 
/Neurology & Psychiatry...............++ 
Nurses Association, State................... 
) Ophthal. & Otol., Soc. of 
5 Pathological Society. ... 
PPediatric Society o...........cccsseesesee 
» Pharmaceutical Association, State.. 
Public Health Association................- 
Radiological Society ................s.:----« 


Tuberculosis & Health Assn.............. 


utheastern Surgical Congress............ 


William C. Thomas, Gainesville 
W. Duncan Owens, Miami Beach...... 
William C. Roberts, Panama City.... 
Vernon A. Lockwood, St. Augustine 
James R. Boulware, Jr., Lakeland .. 
Adrian M. Sample, Fort Pierce 

H. H. Shoulders, Nashville 
E. L. Henderson, Louisville, Ky. 
Carl A. Grote, Huntsville, Alla.............. 
Ralph Hill Chaney, Augusta, Ga. 


Eugene G. Peek, Ocala.... 
William C. Blake, Tampa...................... 
Ezda M. Deviney, Ph.D., Tallahassee 
W. P. Wood, D.D.S., Tampa...............- 
Lauren M. Sompayrac, Jacksonville 
Wm. E. Van Landingham, W. P. B. 
/E. C. H. Pearson, W. P. Beach... 
Mr. W. E. Arnold, Jacksonville........ 
Lloyd J. Netto, W. P. Beach............ 
Frank D. Gray, Orlando..................... 
Turner Z. Cason, Jacksonville............. 
Leigh F. Robinson, Ft. Lauderdale 
H. Mason Smith, Tampa.................... 
Miss Elizabeth Reed, Jacksonville... 
William Y. Sayad, W. P. B............. 
V. M. Johnson, West Palm Beach 
James R. Boulware, Jr., Lakeland... 
Mr. C. G. Hamilton, Pompano............. 
Frank V. Chappell, Tampa................ 
J. Maxey Dell, Jr., Gainesville........ 
Mr. Lacy W. Thomas, Groveland........ 
Mr. Frank Groner, New Orleans.......... 
Herbert Acuff, Knoxville, Tenn.......... 





Robert B. McIver, Jacksonville... 
Council Chairman................... 
Irby H. Black, Live Oak .. 
Rabun H. Williams, Eustis ... 
John M. Butcher, Sarasota 


_|Russell B. Carson, Ft. Lauderdale 
me ee 


Mr. C. P. Loranz, Birmingham....... 
Douglas L. Cannon, Montgomery 


.. |Edgar D. Shanks, Atlanta............... 


M. Crego Smith, Clearwater.... 
Scheffel H. Wright, Miamii.................... 
M. W. Emmel, D.V.M., Gainesville 

A. J. Fillastre, D.D.S., Lakeland... 
Wesley W. Wilson, Tampa 
Lorenzo L. Parks, Jacksonville........... 
Mr. H. A. Schroder, Jacksonville 
Mr. H. A. Schroder, Jacksonville... 
J. H. Mitchell, Jacksonville.................. 
H. D. Van Schaick, Miami..................... 


Herbert E. White, St. Augustine....... 
William H. McCullagh, Jacksonville 
Mrs. Phyllis R. Leonard, St. Augustine 
W. Jerome Knauer, Jacksonville... 
Gretchen V. Squires, Pensacola 
Hugh A. Carithers, Jacksonville........ 
Mr. R. Q. Richards, Ft. Myers............. 
Miss Elsie Hyatt, Jacksonville 
John A. Beals, Jacksonville................ 
Mrs. May Pynchon, Jacksonville......... 
Mr. Burton M. Battle, New Orleans... 








ye OS eee 


..|St. Augustine, Apr. 11-14, 1948 


Panama City, Oct. 27, 1947 


St. Augustine, Nov. 1, 1947 
Lakeland, Oct. 29, 1947 
Fort Pierce, Oct. 30, 1947 


Baltimore, Nov. 24-26, 1947 
Mobile, Apr. 15, 16, 17, 1948 
Augusta, Ga., 1947 


..|St. Augustine, 1948 


Tampa, Dec. 8, 9, 1947 
Gainesville, Nov. 1, 1947 


St. Augustine, 1948 

St. Augustine, 1948 

Orlando, April, 1948 
Orlando, April, 1948 

St. Augustine, 1948 
Jacksonville, Nov. 25-26, 1947 


St. Augustine 

St. Augustine, 1948 
Daytona Beach, Fall, 1947 
St. Augustine, 1948 

St. Augustine, 1948 

St. Augustine, 1948 


Tampa, Oct. 23-25, 1947 
St. Augustine, 1948 
Biloxi, Miss. 

Hollywood, Apr. 5-8, 1948 








COMPONENT SOCIETIES BY 


MEDICAL DISTRICTS 


Votume XX 
NuMper5 








SOCIETY 


PRESIDENT 


SECRETARY 


MEETING 
DATE 


Total 


Paid 


COUNCILOR 





r Bay 


C. W. Shackelford, M.D. 
Box 62 


Panama City 


ove Blvd. 
Panama City 


William C. Roberts, M.D. 
348 C 


13 


100% 





Escambia 
*Santa Rosa 


S. G. Kennedy, M.D. 
816 N. Palafox St. 
Pensacola 


N. S. Rubin, M.D. 
404 Blount Bldg. 
Pensacola 


2nd Tuesday 
8:00 P.M. 


56 


54 





'ranklin-Gulf 


T. Meriwether, M.D. 
Wewahitchka 


J. R. Norton, M.D. 
Port St. Joe 


3rd Tuesday 
Odd Months 


6 





Jackson 
*Calhoun 


Irancis M. Watson, M.D. 
120 Deering Marianna 


C, A. Adams, Jr., 
Marianna 


M.D. 





Walton-Okaloosa 


Arthur G, 
Lakewood 


Williams, M.D. 


Ralph B. Spires, M.D. 
DeFuniak Springs 


3rd Thursday 
7:30 P.M. 


100% 





3rd Thursday 
8:00 P.M. 


100% 





Washington-Holmes 


Columbia ; 
*Baker-Hamilton 


N. J. Dawkins, M.D. 
Vernon 


James F. Pitman, M.D. 
Blanche Hotel Annex 
e City 


B. W. Dalton, M. D. 
Ch ipley 


7 W. Madison St. 
Lake City 


Thomas | H. Bates, M.D. 


- “ist Monday 
7:30 P.M. 








Leon-Gadsden- 
Liberty-Wakulla- 
Jefferson 


W. G. Miles, M. D. 
Chattahoochee 


G. H. Garmany, M.D. 
Box 487 
Tallahassee 





Madison-Suwannee 


Joshua M. Price, M.D. 
ive ak 


Irby H. Black, M.D. 
918 W. Howard St. 
Live Oak 





Taylor 
* Dirte-Lafayette 





Ralph J, Green, M.D. 
Perry 


M.D. 





Walter J. Baker, 
Foley 


Quarterly 
7:30 P.M. 





Last Friday 
8:00 P.M. 





A-1-48 
Wm, C. Roberts, M, 
Panama City 


A-2-49 
H. Black, M. 
Live Oak 


Irby 


176 














Alachua ° 
ety Gilchrist 
nion 


John H. Thomas, M.D. 
749 E. Main St. No. 
Gainesville 


Stuart D. Scott, M.D. 
331 W. University Ave. 
Gainesville 


2nd Wednesday 
7:30 P.M. 





Duval 
*Clay 


L. S. Laffitte, M.D. 
Medical Arts Bldg. 
Jacksonville 4 


C. C., Mendoza, M.D. 
430 W. Monroe St. 
Jacksonville 2 


lst Tuesday 
8:15 P.M. 





Marion 
. Levy 


llenry L. Harrell, 


Ocala 


M.D. 
1206 E. Ocklawaha Ave. 





Nassau 


D. G. Humphreys, M. D. 


Fernandina 





Putnam 





Brevard 


Grover C, Collins, M.D. 
502 Reid St. 
Palat! 





G. W. Potter, M.D. 
145 King St. 
St. Augustine 


Gerard E. Christie, MD. 


x 151 
Titusville 


B. F. Drake, M.D. 
Professional Bldg. 
cala 


3rd Wednesday 
12:30 P.M. 





Fernandina 


John W. McClane, M.D. 


2nd Wednesday 
8:00 P.M. 





Claude M. Knight, M.D. 
Palatka 


2nd Tuesday 
6:00 P.M. 





S. R. Cafaro, M.D. 
Exchange Bk. Bldg. 
St. Augustine 


i= 3 Hicks, MD. 
Melbourne 


3rd Tuesday 
8:30 P.M. 


seeesesees 


2nd Tuesday . 





Lake 
“Sumter 


John F, McGuire, M.D. 
804 ontrose 
Clermont 


Matthew Arnow, M.D. 
Eustis 


1st Thursday 
2:30 P.M. 





Orange 
*Osceola 


W. G. Page, M.D. 
322 E. Central 


tlando 


108 E. Central 
Orlando 


James G. Economon, M.D. 


3rd Wednesday 
8:00 P.M. 





Seminole 


Guy S. Selman, M.D. 
Sanford 


Frank L. Quillman, M.D. 
Box 158 
Sanford 


2nd Tuesday 
5:30 P.M. 





Volusia 
*Flagler 


W. L. Jennings, M.D. 
111 Broadway 
Daytona Beach 


R, L. Miller, M.D. 
25814 S. Beach St. 
Daytona Beach 


2nd Tuesday 
7:30 P.M. 








B-3-48 
Vernon A. 
Lockwood, M.D. 
St. Augustine 


B-4-4 
Rabun H. Williams, 
Eustis 








Hillsborough 


Edward F. Shaver, M.D. 
‘Tampa Theatre Bldg. 
Tampa 


H. G. Cole, M.D. 
315 Wallace S. Bldg. 
Tampa 2 


lst Tuesday 
8:00 P.M. 





Manatee 





Lowrie W. Blake, M.D. 
Box 318 
Bradenton 


Millard P. Quillian, M.D. 
Walcaid Building 
Bradenton 


3rd Tuesday 
7:00 


100% 


100% 





Pasco-Hernando- 
Citrus 


Jere W. Kirkpatrick, M.D. 


Box 303 Inverness 





Pinellas 


M. Eldridge Black 
311 Coachman Bldg. 
Clearwater 


W. Wardlaw Jones, M.D. 
Box 247 Dade City 


2nd Thursday 
7:00 P.M. 


100% 





W. C. McConnell, M.D. 
313 First Federal Bide. 
St. Petersburg 4 


1st and 3rd 
Thursdays 
6:30 P.M. 





Sarasota 


DeSoto-Hardee- 
Highlands- 
Charlotte-Glades 


Reeves A, Wilson, M.D. 
317 So. Orange Ave. 
Sa rt: 


Miles A. Collier, M.D. 
Wauchula 





Henry J. Vomacka, M. D. 
errill Apts. 
Sarasota 


"M. C. Kayton, M. D. 
Wauchula 


2nd Tuesday 
8:30 P.M. 


“2nd. Tuesday ~ 


100% 





Lee 
*Collier, Hendry 


A. L. Girardin, Jr., M.D. 
212 Richards Bldg. 
Fort Myers 


Curtis R. House, M.D. 
Rm. 2-3, Darling Bldg. 
Fort Myers 


3rd Tuesday 
7:30 P.M 


19 





Polk 


Edgar Watson, M.D. 
Box 1021 
Lakeland 


Joe M. Bosworth, M.D. 
Box 1202 
Lakeland 


2nd Wednesday 


7:00 P.M. 


71 


C-5-49 
John M._ Butcher, 
Sarasota 


James R. 
Boulware, Jr. 
Lakeland 


451 








Palm Beach 


C. J. Derrick, M.D. 
Box 1164 
W. Palm Beach 


Victor Clarholm, M.D. 
Box 672 
W. Palm Beach 


3rd Monday 
8:00 P.M 





St. Lucie- 
Okeechobee-Indian 
River-Martin 


Broward 


Erasmus B. Hardee, M.D. 
Vero Beach 


Curtis H. Sory, ‘ 
15 S.E. 16th St. 
Ft. Lauderdale 





Dade 


Warren W., Quillian, M.D. 
134 Alhambra Circle 
Coral Gables 34. 





Monroe 





James B. Parramore, M.D. 
523 Whitehead St. 
Key West 


Adrian M. Sample, M.D. 
Box 176 
Ft. Pierce 
Rudolph W. Heath, M.D. 


First National Bank Bldg. 
Hollywood 


3rd Thursday 
8:00 P.M. 


4th Tuesday 
8:00 P.M. 





Jack Q. Cleveland, M.D. 
147 Alcazar Ave. 
Coral Gables 


lst Tuesday 
8:30 P.M 





A. H. Hamilton, M.D. 
611 Fleming St. 





Key West 


2nd Thursday 
8:00 P.M 














D-7-48 
Adrian M. Sample, 
Ft. Pierce 


Russell B Carso 
| oe S anderdsle 


599 








*Supervise and aid until organized separately. 


Total 1,76 











